DIVISION OF VITAL RECORDS, 307 W. PRESTON STREET, BALTIMORE, MARYLAND. 21201 
04465 CERTIFICATE OF DEATH. 


|. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceosed lived, if institutian: Resid 


oT YALIEGANY, nse || °S MARYLAND "OM 


b. CITY DR TOWN (If autside carporate limits, ¢. LENGTH OF STAY IN 1b c CITY DR TOWN (If outside carporote limits, write RURAL ond give nearest town) 


“EOHBERC AND 5 DAYS OLDTOWN 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS @ SES 
MEMORTAL HOSPITAL ROUTE #1, vs L] so 


|. NAME OF First Middle Lost | 4, DATE Manth Day Year 


4 


fh. 


ral 
nd 
6 


me 
g' 
e 


within 72 haur 


% 


quires that the death certificate be executed within 24 haurs after death. 


physician. 


DECEASED OF 
(Type or print) BEULAH M. AMICK DEATH APRIL 06 
SEX 6. COLOR OR RACE | 7. MARRIED [XR NEVER MARRIED [] | & DATE DF BIRTH 5 AGE ip veo ENDER | Ean ONDER ZS. 


 birthd Manths | Ds Min. 
FEMALE | WHITE | woowo 2 pivorcto CJ} 343-190 oe Fa Pa aa] e 
ss ee ero Reon Her dane Ob. KAR cr BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country) iy De OF WHAT 
luring mast of working life, even if retire INDUSTRY 
sre HOUSEWIFE MARYLAND Urs, A, 


13. FATHER’S NAME 14. MDTHER'S MAIDEN NAME 
WUUGNRIEEY uti te  HARTIED FANNGE *WOMUANO LAURA B, BLACKBURN 
1S. WAS DECI FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


Lacan (If yes give war or dates of service] ME MORTAL HOSP | TAL S CUMBERLAND, MD. 


18. CAUSE OF DEATH (Enter only ane couse per line for (a), (b), and (¢)) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET ANB) DEATH 
IMMEDIATE CAUSE (0) 


ve carban papers. 


completely filled in bi 
event, 


permit. Then plea 


d with the State Dept. af Health priar ta burial, crematian, ar remaval, a 


Conditians, if any, which gave 
tise ta immediate cause (a), 


stating the underlying cause 
fost. ) 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RBLATED,1D THE TERMINALYDISEASE CONDITION GIVEN IN PART I(a) 19 WAS AUTOPSY 


PERFORMED? 
b. a/ bd sll dre, Yes xo [] 


20a. ACCIDENT WAS UNDERLYING [J ‘20b. DESCRIBE HOW INJURY DCCURRED. (Enter nature of injury in Part 1 ar Part 1! of item 18.) 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Hame, farm, 20f. (City or town) (County) (State) 


Hour’ a.m. While Nat While foctory, street, affice bldg., etc.) 
pm. 9 atwork C1 otwork LI 


21. | certify that (I) (this hospitol) attended the deceosed from__¢s=~ 16 ca ree bn ~ , 19427, that (I) (we) fast 
saw the deceosed alive ones sypepes LP, and that death occurred at_9 2 4 fi es ond on the dote stoted above. 


Ta. SIGNATURE . ; peu a me 20b. DATESIBNED 
(4 tho ae ae mo. pus. [AK pirecror CJ pays, UO rd 


Me. PRYSICIANS 726. ADDRESS 
NAME (Tee) DR. WILLIAM P, [AMES 4h) N. CENTRE ST, , CUMBERLAND, MD, 
a. BURIAL CREMATION, | 73b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Td. LOCATION (Cty or Town) (County) (Store) 


ee toe ran 4/18 {67 , Hartley Family Cemetery | Near Oldtown ALeg Md 


aa ae ; ‘ TA | “AD PRE Bb REC'D BY REGISTRAR Sb. ISTRAR'S SGNAT| 
John J.\ Wafer, Oo Ave. Cumber] anAPR 19 196 f y 
Md 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 
le 3 shauld be detached far use as the burial-transit 
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directar, pa 
should be fi 
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Page 4 may be retained by the hospital ar attending 
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ove corbon papers. Pages } and 2 
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, cremotion, or removol, a! 
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After this certificate hos been signed by the attending physician 


3 should be detached for use as the burial-tronsit permit. 


Page 4 moy be retoined by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 
director, pa 


TO FUNERAL DIRECTOR: 


Bs 
zz 
& 
4 


event, within 72 haurs after deg 


should be fied with the Stote Dept. of Heolth prior to buriol, 


Boe 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


0 ¥ 3 CERTIFICATE OF DEATH 04449 
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare odmission) 
a. COUNTY o. STATE b. COUNTY 
ALLEGANY “ah MARYLAND MARY LAND ALLEGANY 
b. CITY OR TOWN (If autside corparate Jimits, (| ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carparate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 
CUMBERLAND 48 HOURS CUMBERLAND Ll 


. NAME OF HOSPITAL OR INSTITUTION (If not in haspitol, give street address) d. STREET ADDRESS © RRS 
SACRED HEART HOSPITAL 114 UTAH AVE. vs CF) no 


35 he OE First Middle last 4, DATE Manth Day Year 
Type or pit) FRANCIS W. ANDREWS DEATH o4 14 9 67 


S. SEX 6. COLOR OR RACE 7. MARRIED NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR_| IF UNDER 24 HRS_ 
ia) O fiatien Months | Days | Hours | Min. 


st 
MALE W wiooweo [_] pivorceD []} 8/20/98 68 yrs. 
10a. USUAL OCCUPATION Fs kind of wark dane T0b. KIND OF BUSINESS OR 11 BIRTHPLACE (County & State, ar fareign country) V2. CHTZEN OF WHAT 


RURMAN VEEN B Eb rATeROAD ALLEGANY CO., MD. us 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


AUST Joseph Andrews MARY ?/ Bealky 
Ts, WAS DECEASED EVER INUSS. ARMED FORCES? 76. SOCIAL SECURITY NO. | 17. INFORMANT adress 


(Yes, negeigieaneen) {" yes give wor or dates of service) 214-05=8926 PT. CHARTS 
18. CAUSE OF DEATH (Enter anly ane cause per line far (a), (b}, and (c).) INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: — : BST BAYS" 


IMMEDIATE CAUSE (0) = 
Conditions, if ony, which gove ARTERIOSCLEROTIC-CARDIO-VASCULAR DISEASE 5 YEARS 


rise to immediate cause (a), 
stating the underlying couse 
ot a 


PART UJ. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} 19. SN Riel 


DIABETES M RHEUMATOID HR : vera Ss 
‘200. ACCIDENT WAS UNDERLYING CL) ‘205. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port II of item 18.) 


OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 201. (City oF town) (County} (Stote) 


While Nat While factory, street, affice bldg. etc.) 
p.m. atwark LI} _atwark oO 


21. | certify that (1) (this le attended the deceased fram p. 2.18 11956 _, to = , BZ_, that (1) (we) last 
saw the deceased alive an ~ 14, 1967_, and that death accurred at_6 P_M, fram causes and an the date stated abave. 
7 SONY ATTENDING MED STAFF ae ae 
mo. pays, CX oirectorn OC) pus, O 5 
De. PHYSICIAN'S 22d. ADDRESS 
NAME(YPIRALPH W, BALLIN 62 GR 


23o. BURIAL CREMATION, 73b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town} (County) —_(Stote} 
(Specify Apr.17,196 St. Maryt Cumberland ,Md.Allegan 


FASE scarpelli, Cumberidiiina. |" "APR E gh?” Plone 
pPlcrlag 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


ALLL" CERTIFICATE OF DEATH 04450 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) ie 


* GIN ALLEGANY weno || WERE VIRGINIA > CORTNERAL 


b. CITY OR TOWN (If outside corparate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carparate limits, write RURAL and give nearest town) 


nearest fawn) 3 

CUNBERTANG=" 10 DAYS GREENSPRING j 
d. NAME OF HOSPITAL OR aman {If nat in haspital, give street address) d. STREET ADDRESS 6. a eee 
| Sie 


a 
Se SACRED HEART HOSPITAL es [] no [X 
a Nate OF First Middle last 4. DATE Month Day Year 
ean ELSIE M. ARNOLD DEATH APRIL 20 67 
$. SEX 6. COLOR OR RACE 7. MARRIED oO NEVER MARRIED all 8. DATE OF BIRTH 9. AGE ‘io years FUNDER | YEAR | IF UNDER 24 HRS 


st birthday Days | Hours 
FEMALE | WHITE wiooweo [XQ wore E]| 2/11/03 a Y 
10a. USUAL OCCUPATION see kind af wark dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Caunty & State, ar fareign —mE 12. CITIZEN OF WHAT 


Sepa! af warking life, even if retired} INDUSTRY WEST VIRGINIA U OUR? 
eee 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


RUFORD MARTHA 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | ¥6. SOCIAL SECURITY NO. 17. INFORMANT Address 


within 72 haurs after death: 


Pages | ani 


rban papers. 


etely filled in by the funera 


P 


lease rerfove 


ician and 
andina 


[ 


Then 


(Yes, Rou) (If yes give war ar dates af service] NONE HOSPITAL RECORD SACRED HEART 


18. CAUSE OF DEATH (Enter anly ane cause per line far (a), (b}, and (c). INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 3 ONSET AND DEATH 
IMMEDIATE CAUSE (a) +. 


DUE TO 
Conditions, if any, which gave (b) 
rise ta immediate cause (a), DUE To 
stating the underlying cause 
last. ai (9 


PARTI OTHER STGNICAT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REIATED TO THE TERMINAL DISEASE-CONDITION GIVEN IN PART 10} 19. WAS AUTOPSY 
VZZ Ey ead vs L] no Dy 


20a. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or = 1 of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, form, 20f. (City or tawn) {Caunty) (State} 
Haur a.m. While Nat While factary, street, affice bldg. atc.) 
9 at wark OO otwok O 4 


me certify that (I) (this hospital) ottendedthe deceased from LL LD 1967, to LL, Z that (I) (we) last 
sow the deceased alive an___ $0 197, ond that death occurred at ZA @/M, from cases ond on ie date stoted obove. 
"a. SIGNATURE sr90% a 226. DATESI 
PI birecror Oops, O no WG 


‘Dc. PHYSICIAN'S a ge a ADDRESS 
WY A Juan. gh bg! 
Bo. man CREMATION, os “DATE a 2c. NAME OF CEMETERY OR CREMATORY sla ar Tawn) {Gounty) (State) 
APRIL 6' FOR REENS i 


w me 8 ADDRESS ie ab oy RET Bb RECS PORRE SONATE 
H.LEE SILCOX OWDECATUR STREET CUMBERLAND, MD pehorks g dees 


-transit permit. 


? 


jgned by the attending phys 


director, page 3 shauld be detached for use as the burial 
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After this certificate has been si 
MEDICAL CERTIFICATION 


shauld be filed with the State Dept. af Health priar ta burial, crematian, ar remava 


Page 4 may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


TO FUNERAL DIRECTOR: 


8a 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 Wi. ion of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
( § # CERTIFICATE OF DEATH 44a 
awe . 
25 i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admission) 
3 
oS 0. COUNTY Allegany rome ose Maryland b. COUNTY Alle geany 
— ie NI 
23s b. CTY OR TOWN (Hf outside corporate Tits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If autside carparote limits, write RURAL and give neorest town) 
= y 
=e Cunberrana ” 9/11/1965 eee ors 
e@ rs d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) 4. STREET_ ADDRESS ®. BE RESIDENCE 
Bae 7 Allegany County Infirmary _ 4Oh Frederick Streét ves] No 
Zs 3 NAME First Middle Lost 4. DATE Manth , Doy Year 
22 ype oF pit) Victor Scott Athey ban April 8, » 67 
= S._SEX & COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED []] B yal FAS BIRTH 9, AGE (In yeors |_JEUNDER | YEAR [TF UNDER 24 HRS. 
> e Male White ens ra Wear al}. 88h. g2' br Manths [ Days | Hours | Min. 
= 1Do. I psetra ee aa af work dane 1Db. KIND ig ge is OR 11. BIRTHPLACE (County & Stote, or foreign cauntry) 12 are WHAT 
== A most of w le, even if retire INDUS: 
= <Reviveditarpenter |celfanese Maryland 2 Se As 
a= 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
S55 Thomas Athey poll avi Sieaes 
£ => is WAS DHEISED BF NUS. ARMED FORCES? 16. SOCIAL SECURITY NO 17. INFORMANT riland,Md. 
BE 5 ( A ar uni vf yes give wor or dates af service} 217- -10-.98 Allegany Ganley Infirmary records. 
See 18. CAUSE OF DEATH (Enter only one cause per ling far (a), (b), and (c)) INTERVAL BETWEEN 
rai 2 PART 1. DEATH WAS CAUSED BY: ‘“ pak 9 } ONSET AND DEATH 
>5o IMMEDIATE CAUSE (a) J d~z A | 
See DUETO. = <= we J 
= Conditions, if any, which gave o) ae > NY y Q a 5 i ale 


rise to immediate cause (a), 
stating the underlying cause DUE To 


iia 0 /D ASG Fre > ; -- 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) i 9. WAS AUTOPSY 


Fed PERFORMED? 
a ves [] no AY 
& | 20. ACCIDENT WAS UNDERLYING [I 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
& | OR CONTRIBUTING C) CAUSE OF DEATH 
S | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S[m. Ti OF INJURY Month, Day, Year 20d. INSURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
2 Hour om. While Not A foctory, street, office bldg., etc.) 
9 atwark L} ot wark 


saw the deceased olive o 19____, and that death accyrred at M, from causes ond on the dote stated above. 


a1 early that (1) (this haspital) attended the i from 9/7 LL7 1965 19 to JO /1967 19__, thot (I) (we) last 
NEVIS SY 


SE a 7b, DATE SJGNED 
DIRECTOR PHYS. 4/10 1967 


Td. ADDRESS 


3 shauld be detached far use as the b 
d with the State Dept. af Health prior ta burial 


He 


~ PHYSICIAN: 
F NAME (Type) 
f 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, pa 
shauld be f 


Tio, URAL CREMATION, 2. DATE THEROF Tac NAME OF CEMETERY OR CREMATORY Ta. LOCATION (Ciy or Town) (County) (Store) 
BARE Soa 12/67 Hillcrest Burial Park Cumberland Allegany Maryland 


24, FUNERAL DIRECTOR ADDRESS 2Sb, REGISTRAR'S SIGNATURE 
20m 1766 \\ H. Lee Silcox 0) Decatur St, Cumberland,Md | WER } i967 | Sel esi! is 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs aft; 


< 
5 
= 
a 
= 


MARYLAND STATE 3) 9 pes OF HEALTH 


] Divisign of gh es RESEARCH A AND, RECORDS, apreteN STREET, BALTIMORE, MARYLAND 21201 
tems ™ Oe t bE ii 
04449 ERTIFI Hs Mi EATH 04452 
< _“¢ EE 
6 Bye 1. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
3 
3 3 2 Bae gany ae o. STATE Mary] and hau Allegany 
5 
$ BCHY OR TOWN (Wf aulside corparate limits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If autside carparate limits, write RURAL and give neorest town) 
6 
= te cl and grea tawn) Lite Fh a. 
2 E} umber ‘ros tburg 
ey Be aes ¢. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) a STREET ADDRES =L9 6, Main St, = RRSDENE 
& w32eh - 
2ge llegany County Infirmary < -—-—— PX hd 6S /,/ JERE « ves L] no &] 
« #& A g aE 
2 3.5 = 7 NANE OF Fist Middle last «Date Month Day aaa 
ee ee |. DECEASED _ 
BS ep altioe or rin Mary Jane B arry barn April 15 9 67 
2 fe 5. SEK 6 COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-]] & DATE OF BIRTH % AGE (n pe TEUNDER YEAR TE UNDER 74 HRS 
> f Hn lonths in, 
eee Female | White wioowed [] pivorcd [] 3/28/82 (ig 
3 s&e * the? Were Give Se 10b. RIND Boa OR 11. BIRTHPLACE (County & State, ar fareign country) 12, fara iF WHAT 
sae ring mas} of workinc if retire: INI 
See vmntouseyite Allegany, Marylan UShe 
Zz gas 13. FATHER'S Ta 14, MOTHER'S MAIDEN NAME 
= Ze 
= ee Joshia Nelson Dora Lancaster 
- eer i. WS DECEASED NER N US. ARMED FORCES? |] 16. SOCIAL SECURITY NO. 17. INFORMANT Mio) We, Main St 
‘3 a @5, MO, ar UNKNaWwn) yes give war or lates of service’ e eo; 
= ES ° R14-01-6717-D| Pavl Barry, Frostburg, Ma, 
2 
2 32s 18. CAUSE OF DEATH (Enter only ane cause per line far (a), (b). and (0), INTERVAL BETWEEN 
=, =o58 PART |. DEATH WAS CAUSED BY: A y fw! O, 4 te gis ann 
cae a up IMMEDIATE CAUSE (o} LACE. Sept fight. Fred iG tedies < 
os Sos A ‘ 
BEESS etn. ) Mh h. dato feae tects tae Alitsras 
panos : 4 i DUE TO 
fe aeas stating the underlying couse / 6 he wh Jblbu 5 
35 255 ist : BC, Zo bs Ada beta E— thee. 
S258 = A 
@ © 3 2S, |__| PARTIL OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTORSY 
BsStge |e Pa fr ) 
= = A 4, < yes [-] NO 
35 2 2s Ss " a z. 
2— Ss 2 = | 20. ACCIDENT WAS UNDERLYING ‘20b. DESCRIBE HOW INJURY OCZURRED. (Enter nature of injury in Part | ar Part II af item 1B. 
<5 28 = 
Es & | OR CONTRIBUTING CI CAUSE OF DEATH 
BE SSo © | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
Z£.8e & P20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20. (city or town) (County (Store) 
[ae Sera ~ Hour a.m. While Not While factory, street, office bldg., ete.) 
Ss sas p.m. 19 Paiwapellel act tahieal = ; 
rtd 225 21. [ certify that (I) (this nage pena he ‘ecgupe fram Une Al ope, p 7H _Y, Ithat (1) (we) last 
me ese saw the deceased alive an #PIi+ 44. 19 Of | and that death occurred at M4tram causes and an the date stated abave. 
<s625 ore es ATTENDING MED STAFF ees ea 
Baro Le anys. —(C)_irecron C0 pas. ZL Fi 
2>o9= He. PHYSICIANE Tid. ADDRESS yi 
Hize2 / NAME(T opper Hyndman, Pa. 
woo 
SuZts Bo. BURIAL, CREMATION, 2b. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town) (County) _(Stote) 
zorse?2 p REMOVAL (Spec) 
a hay ee 2 -18-6 Eckhart Cemetery E Ma 
q 24, FUNERAL DIRECTOR ADDRESS ISTRAR'S SIGNATURE 


85 
=» 
=a 
SS 


Joseph 


Durst, Sr., Frostburg, Md 


§"1867 


— 


e funeral 
ages | and 2 


Li 
houpyofter dea 


ated nee 


lease remave carbon pqpers® 


physician and complet 


“Then 


The law requires that the death certificate be executed within 24 hours after death. 
urial-transit permit. 


Page 4 may be retained by the haspital ar attending physician. 


After this certificate has been signed by the attendi 


je 3 shauld be detached for use as the b 


should be filed with the State Dept. af Health priar ta burial, crematian, ar remaval, and in any event, within 


Vv 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
directar, pa 


TO FUNERAL DIRECTOR: 


3s 
=> 
Ba 
as 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


, 04450 CERTIFICATE OF DEATH AAS: 
yi. PLACE a DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
a. COUNTY 0. STATE b. COUNTY 
Allegany MARYLAND Maryland Allegany 
b. CHY oe ee {If outside corparate limits, c. LENGTH OF STAY IN Ib «CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 
it Al tt 
Ie RURAL ante negest town) 3/8/1967 Frostburg Py 
od. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS @ RESIDENCE = 
Allegany County Infirmary Route #1 vs L110 
3. NAME OF First Middle Last 4. DATE Manth Day ‘Year 
PRCEASD Catherine Neivina Bean Sam April hy 967 
5. SEX 6. COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED [—]] & DATE OF BIRTH % gee fat cp TONER YEAR” {FUNDER Za List 
ni i) 1. 
Female White winoweD XX] pivorceo [] 6/ 4/1881 ree ed | RE ae _ 


12. CITIZEN OF WHAT 


TI. BIRTHPLACE (County & State, ar & oo 
during most af workit en" if retired) INDUSTRY oe 
ousew B.S. Ae 


13. FATHER'S NAME 


100. USUAL oe Give kind of work done | 10b. KIND OF BUSINESS OR 


14. MOTHER'S MAIDEN NAME 


George J. Sires Hester Tomlinson 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 
(Yes, no, ar unknown) {(If yes give wor or dotes of service! 


Allegeny County Infirmary records. 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH (Enter only ane couse per line for (a), (b), and (c).) 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o) PRE umoni a 
DUE TO 


Sel wArteriosclerotié cardio vascular disease 


tise to immediote cause (a}, 
stoting the underlying cause DUEIO 


lost. 0 zed _senilit 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 19. WAS AUTOPSY 


5 PERFORMED? 
3 ves] No C) 
= | 200. ACCIDENT WAS UNDERLYING LJ) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il af item 18.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
~ | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S Pa. ptt, OF INJURY Manth, Doy, Year 20d. INJURY OCCURRED ‘20e, PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 
2 Hour a.m. While Nat While factory, street, office bldg., etc.) 
pm. atwork L] otwork LJ 


21. certify that (1) (this RD Pie ; the deceased from.3/S/ 1967 19, ta B/E L9 OS 19__ that (I) (we) last 


—saw the deceased alive an 19____, and that death accurred at M, fram causes and an the date stated abave. 


To. NATURE at 32> PF - My, 7 7b, DATE SIGNED 
PAYS, Ml oecror KD ps, Ml] Ap#i1 5,1967 


PHYSICIAN'S 


5 Td TOO 
NAME (Type) 


George M. Simons, M. D. iberland, Md. 


Ba BURIAL CREMATION, ‘ib. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City or Town) (County) (State) 
L (Specit . 
Burtad Apr. 8, 1967 |Fb'g. Memorial Park Frostburg, Md. 


24. FUNERAL DIRECTOR ADDRESS 2S0. REC'D BY REGISTRAR z GISTRABS SIGNATURI 
Joseph R. Durst, Sr., Frostburg, Ma. HOR 10 AORT | CClionde, Varse 


MARYLAND STATE DEPARTMENT OF HEALTH 
oggy OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMOR® 4, AARMLAND 


CERTIFICATE OF DEATH 


225 1. eR oe 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
: a. STI b. COUNTY 
es Allegany ities Maryland Allegany 
5 s 85 b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oD 
2 Ss & 2 Gaia and give ae town) Cumb d 
=I a4 8 enk rein Co oe, 
e 33 sin d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. Is RESIDENCE 
(a ae sy 
SREB EY 427 Vatkey St, 427 Vatkey St, ves] no] 
= = 3. NAME OF First Middle Last 4. DATE Month Day Year 
3 ¢ (Type or print) Anna - Berkebile peatH April 2, 19 67 
3 £ 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED [-] | & OATE OF BIRTH 9. AGE (In years [FUNDER 1 YEAR|IF UNDER 26 HRS. 
Fy = . last birthday) (Months! Days | Hours | Min. 
g 2 | Female White | wivower Ky oworceo[] | 4/11/1895 71 yrs. | 
eee? 10a. USUAL OCCUPATION (Give Kind of work done| 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
2 eo] during most of working life, even If retired) wir io , COUNTRY? 
= 
é Hous eur fe Oun Nome Salisbury, Penna. eSeAe 
3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
we . . 
= Witkion C, Wagner Banbana E. Johnson 
S$ 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
5 (Yes, Ni er unkown) | (Ifyes pive war or dates of service) N 
3 0, one 
oa 18. CAUSE OF DEATH [Enter only one cause per line for {a), (b), and (93.1 INTERVAL BETWEEN 
2 
= PART I. DEATH WAS CAUSED BY: pha et pe 
= IMMEDIATE CAUSE (a) : ZLere Ss 
= 4 
= 


DUE TO 
Conditions, If any, which (by AA IERS Mintel WE ad = pS 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (c). 


res 


4 s PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) | 19. pa ag 
= ee 
s ves [] NOL] 
= 
i] 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part Il of Item i8.) 
§ ] OR CONTRIBUTING [j CAUSE OF DEATH 
‘© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home,farm,| 20f. (City or town) (County) (State) 
a Hour a.m. White Not While factory, street, office bidg., etc.) 
& 
= p.m. 19 lat work at work 


that (I) (we) last 
, from the causes and on the date stated above. 


21, | certify that (1) (this hospital) gttended the deceased from. : 

saw the deceased alive a aw 1 AF and that death occurred a! 

22a. SIGNATURE Z ; = DATE SIGNED 
Cluys . MEY We ME Ol K/s /o7 


22c. PHYSICIAN’S le ADDRESS 


| _ MMe) Clay E, Ownrett, MD. 236 Virginia Ave. Cumb, Md. 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


meyrovi (sages) | 15/67 Meyonsdabe Union Cem 


24, FUNERAL DIRECTOR 25a. anus BY REGISTRAR 


se Hf Jay ne. George Cumbe. rand Md oat R 5 196 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending p 
should be filed with the State Dept. of Health prior to burial, cremation, or ranreval 


director, page 3 should be detached for use as the burial-transit permit. Then 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


25b. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


1 ms 
Mh) 04452 CERTIFICATE OF DEATH 05992 


N“ 
Bz 3 |. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived, if institution: Residence before odmission) 
2ou a. COUNTY Alleges ©. STATE J b. COUNTY arrette 
2s ‘ pe MARYLAND ey wee A" 
23s B. CITY OR TOWN (IF outside corporote limits, ©. LENGTH OF STAY IN Ib © CIFY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
Ss write RURAL and give neorest tawn) 
a5 iaictalt ataaeee MT el * =] 
al o b - 
ee, d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) | d. STREET ADDRESS o. RESIDENCE 
2a ¥ 
eoc 4/ m 'o 7 | yes [Jeno (] 
= eS e 
Ss 3 ane oF Middle Lost | 4, DATE Month Doy Year 
$3 ECEASED OF 
SS (Type or print) Jessie M. Bittinger DETR Apri} Ol BF 
ee ee S. SEX 6. COLOR OR RACE 7, MARRIED [a] NEVER MARRIED. B| 8. DATE OF BIRTH 9. AGE fe years (FUNDER | YEAR_ | IF UNDER 24 HRS. 
Ss Ss wae ia PROREED o last birthday) Months | Doys { Haurs | Min. 
sez : W Tune 1297 | 69. ys. 
gee To. USUAL OCCUPATION (Give kind of work dane TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stale, ar foreign country 12. CITIZEN OF WHAT 
Ny 
e2s during mast af working life, even if retired) INDUSTRY COUNTRY ? 
soe 5 et Wn Home Hdiland I } 
5 
ff é = 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
‘ o 
{ $ 
Aso Ay 4 Ww - Mo . 
oi E } se ary Merrill 
= 2 1S. WAS DECEASED EVER INU.S- ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
Zee ‘Yes, na,orunknawn) {lf wor ot dates af service! e 3 Prt. Bia fae 
Ses sit Ne . = 35 V1 fs . _ ve a 
2E2 WO a MCKINLeyY DLULINEer, meV. 40 
Sas 18. CAUSE OF DEATH (Enter only one cause per line far {a}, (b)and (¢).) 7 INTERVAL BETWEEN 
258 ~ “PART I. DEATH WAS CAUSED BY: rs Looe ONSET AND DEATH 
ee IMMEDIATE CAUSE (0) Dae Ee ZL a Cae tcc) 4 ’ 
Sore DUE TO 
g229 Canditions, if any, which gave (b) 
S222 Fise to immediate cause (a), DUE 10 
Peos stating the underlying cause 
=sB8=5 pete © 
s 2S = PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH, BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. WAS AUTOPSY 
GS Zor 3 ms ‘ s PERFORMED? 
3235 “(8 , ip perl Crd, —AarkerimthagGe| 61) 0 B 
3 LSE & | 200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HEWANJURY OCCURRED. (Enter noture of injury in Part | or Part Hl of item 18.) 
Bs a oe of bei aX 
SESS i i / = 
we = A AMIDE . 
=e 5s SY] m. TINE OF TNIURY Month, Doy, Yeor 70d. INIURY OCCURRED 7 /J/Pfe. PLACE OF IWURY (Home, farm, | 20f. (City or tawn) (County) (State) 
Leo 3 jour a.m. While Nat While“ factary, street, affice bldg., etc.) ola 
os SaaS oa p.m. tf 96 7| otwok LI atwork 2S Lowe. GARRETT M2 
ees 21. | certify that (1) (this haspital) attended the deceased fram. H/ 9 fe Z, to 7? , 194 4 thot (1) (we) last 
Base saw the deceased alive on #/24¢ _\%62_, and thot death atcurred ot f:72 2M, from causes ond on the date stoted obove. 
2eEsE 22a. SIGNATURE 22b. DATE S6NED 
ees : ae Wo © ATTENDING MED. STAFF 7 
3 ee Abn Pc hen CCL AA Enng, 0. PHYS. BY recor O os. O] sre % 
~ooe HK. in| ; Tid. ADDRESS = 
S ao NAME (Type) 2 e = Z B. 9 =p - DP, wr 
Ee 8 / MARTI (4. LOTHS 7E ry WLP & Beono TROSTAUCRGE-A4D, 
Boo / eee 
es s ze 230. BURIAL, CREMATION, 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Tawn) (County) (Stote). _ 
Ge fe REMOVAL (Specify) i i : A otids 
aot Ries ol 1 /on/69 ee ee ee t.D.Lonaconine Garrett 
Ls ” ¥* MA 494 2Sb. ey) RAR'S SIGNATURE 
VR AIS (4) a 
oo Mis DAT cn 196 : anta, a 
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shauld be fied with the State Dept. of Health priar to burial, crematian, or remava 


directar, page 3 shauld be detached for use as the burial: 


Page 4 may be retained by the haspit 
TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITAL OR ATTENDING PHYSICIAN 


- . MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04453 CERTIFICATE OF DEATH 04455 


i ne SEBENt 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admission) 
o. COUN o. STATE COUNTY cdf 
ALLEGANY MARYLAND PENNSYLVANIA SOMERSET 
b. CITY OR TOWN (If autside carparate limits, . LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside carparate limits, write RURAL and give nearest tawn) 
write RURAL and give nearest tawn} 
CUMBERLAND 3 DAYS MEYERSDALE Sa4 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS e. RESIDENCE 
MEMOR | ALHOSPITAL 228 NORTH STREET ves L] no 
ss MeN or First Middle Lost 4. pate Month Day Year 
ASED 
fwecrpin) —__ REDOLPHUS BOWMAN bam APRIL 2 
S. SEX 6. COLOR OR RACE 7. MARRIED [9] NEVER MARRIED []| 8. DATE OF BIRTH 9. se in teers TFUNDER 24 HRS. 
MALE | WHITE! woow C]  ovoreo ; eee le 


- 
11. BIRTHPLACE (County & State, ar foreign country} 12. CITIZEN OF WHAT 


STOYSTOWN, PA, 


during most of working lite, even if retired) INDUSTRY 


100. USUAL OCCUPATION sad kind of work dane | 10b. KIND OF BUSINESS OR 
eh 


13. FATHER'S NAME 


JOS 1AH BOWMAN 


th WAS pee ae U. S. ARMED Eris a f 16. SOCIAL SECURITY NO. 
'@S, Na, ar UNKNOWN, yes give war or dotes of service 
RY- /¥- 2.200 


14, MOTHER'S MAIDEN NAME 


BRUBAKER, MATTIE 


17. INFORMANT Address 


Pol. dons Wor 4 


INTERVAL BETWEEN 


18. CAUSE OF DEATH (Enter anly ane cause per line for (0), (b), ond (¢).) 
ONSETZAND DEATH 


PART |. DEATH WAS CAUSED 8Y: + 
IMMEDIATE CAUSE (o} Carcinomatosis 


DUE TO 
Conditions, if any, which gave (b) 
tise ta immediote cause (0), 


Carcinoma Pancreas 


stoting the underlying couse Bue 

fost. «) 
w= | PART IL. OTHER SIGNIFICANT CONDITIONS CONTRI8UTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART \e)F i brosis| WW. Nap Amp 
=] : 5 s + . 2 q 
z| Uremia, Liver Dysfunction, Generalized Arteriosclerosis, Myocardial | s[#% "0 O 
& | 20a. ACCIDENT WAS UNDERLYING C1 ‘20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
f= | OR CONTRIBUTING C] CAUSE OF DEATH 
| (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 20f. {City ar town) (County) (State) 
= Hour a.m. While Nat While factory, street, office bldg., etc.) 

p.m, 9 at wark at wark O 


21. | certify that (I) (this hospital) attended the deceased from_3/9 ,198f_, to_4/ , OOF, that (I) (we) last 
saw the deceo: 19____, and that deoth occurred at_2 2O@, fra Muses and on the date stoted obove. 


eS, at 7B, DATE SIGNED 
pikector C pays, O 


ATTENDING 
PHYS. 


22d. ADDRESS 


CUMBERLAN 
Ba. aN CT EaaTIGn, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ‘B3d4 LOCATION (City ar Tawn) (County) (State) 
f \ REMOVAL (Specify), = . 5 A 
AL 0 Pra Peet SY ALE Conn 9 AA athe Sey’ 
24. FUNERAL DIRECTOR, ADDRESS ‘2%So. RECD 8Y REGISTRAR Sb. REGISTRAR'S SIGNATURE ae 
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prban papers. 
event/within 72 haurk¢ 


Then please ri 


: After this certificate has been signed by the attending physician and‘ca 


e 3 shauld be detached far use as the burial-transit permit. 


a 
shauld be fled with the State Dept. af Health priar ta burial, crematian, or remaval, and in 


TO FUNERAL DIRECTOR 
director, p 


VR AIS (4) 
25M 1/87 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04454 CERTIFICATE OF DEATH 0 


|, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


= (ONT AL LEGANY meno | °"" MARYLAND °°" ALLEGANY 


b. CITY OR TOWN {If outside corporote limits, ¢. LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 


CUMBERLAND” 25 DAYS CUMBERLAND, 


&. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) STREET ADDRES a< IS RESTDENTE 
MEMORTAL HOSPITAL 122 INDEPENDENCE ST. ves [] NO. 


i Hees First Middle Lost 4. pate Month Doy Year 
ASED ol 
(Type or print) ALICE Vv. BOYER pete APRIL 29 0» 6 
5 SEK © COLOR OR RACE | 7 MARRIED (Rg) NEVER MARRIED a & DATE OF BIRTH ik iG yeas LIFUNDER TYEAR 


FEMALE WHITE | wow [ vivorceo F]| $O-28-05 i ince iter 


during noida Nas if retired) INDUSTRY MARTINSBURG, W., VA. CONG SLA. 


9 A 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Leroy Camner Leona Taylor 
Ts. WAS DECEASED EVER INU.S. ARMED FORCES? 16, SOCIAL SECURITY NO | 17, INFORMANT ‘Address 


isa (if yes give wor or dotes of service} None MEMORIAL HOSPITAL , CUMBERLAND, MD. 


100, USUAL OCCUPATION {Sve kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County 8 Stote, or foreign country) 12. CITIZEN OF WHAT 


18. CAUSE OF DEATH (Enter only one couse per line for (o}, (b), ond (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ave 
Pas IMMEDIATE CAUSE (0) FuLtgoaaey Z. HR 36 SIs 


56 DUE TO 
Conditions, if ony, which gove (b} _MMTRA & ABDOAINAL ABSCESS FORMIATION 


rise to immediote couse (0}, 
stoting the underlying couse sp 


best @ AEM ORR HAGIC. PANCREATITIS _HASSIVE 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 


HEwerkungie  RiGHT ADREWAL GLAND 


200. ACCIDENT WAS UNDERLYING C1 ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘2%e. PLACE OF INJURY (Home, form, (City or town) (County) (Stote) 
Hour“ 0.m, While Not While foctory, street, office bldg,, etc.) 
om. 9 Aimee ciwiik’ LE) 


21. | certify that (1) (this haspital) attended the deceased fram___..._-—=_, TPM, «9, that (1) (we) last 
saw the deceased alive an 4 = 2g 19.07, and that death accurred at M, fram causes and an the date stated abave. 


0. SIGN 226. DATE SIGNED 
, é ATTENDING mw MED STAFF 
Lithad. = Chindh- MD. PHYS. oirecror C1 pHys. C1 


22 
Dc. PHYSICIAN'S ] 22d. ADDRESS 
wave(ie)_ DR. RICHARD SCHINDLER | CUMBERLAND, MD, 


Bo REROVAL een” 23b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote} 
MOVAL i 


5/2/67 Memorial. Pabk Cumberland Allegany Maryland 


ADDRESS 2S0. RECD BY REGISTRAR ‘25. REGISTRAR'S SIGNATURE 
ox 0h Decatur St-Cumberland, Md | MAY 9 polsannlas Yuedgea _ 


MEDICAL CERTIFICATION 


Vie MARYLAND STATE DEPARTMENT OF HEALTH 
HO ] Division of STATISTICAL RESEARCH AND_RECORDS, 201,W, PRESTON STREET, BALTIMORE, MARYLAND 21201 
——— ~ em #id Fiim #43987 CATE pe 
| 04455 CERTIFICATE OF DEATH ” 
A IW 
ra oz abs 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
SoZ o. COUNTY o. STATE b. COUNTY 
ieee A AN MARYLAND MARYLAND ALLEGANY 
“ 3 b. CITY OR TOWN (If outside corporote limits, ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outside corporote timits, write RURAL ond give neorest town) 
=oy write RURAL ond give neorest town) 
3B 3 MBERLAND 43 DAYS CUMBERLAND, MD. 24-4 
e Bes a. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) d. STREET ADDRESS e B RESIDENCE 
3 ge. Memoiral Hospital 119 MAPLE ST, ves L] no Kd 
>§ = 2 hier 4 First Middle Lost 4. DATE Month Doy Year 
fase (Type or print) CHARLES A BRADY DEATH APRIL 3 OO» 67 
re 3" SEX 6. COLOR OR RACE | 7. MARRIED JK] NEVER MARRIED (]] 8. DATE OF BIRTH AGE fin year TEUNDER TEAR 
$ tl in. 
gts MALE | WHITE wow C] pvr CJ] 1227-95 pal en yi 
see To USUAL OCCUPATION Gs kindof work done T0b. iN OF BUSHESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12 anZEN OF WHT 
es jag mast ing life, evenf reti DUS 4 ? 
S8e pre Ped Boe Srmaker Hel per-Railroad HANCOCK, MD. U.S.A 
eo 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
DWARD BRADY. SUSAN CRAIG 
i WAS DECEASED Bete FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
eS, nO, Or UNKNOWN. Ss give wor or dotes ol service} 
yes ar MEMORIAL HOSPITAL CUMBERLAND, MD. 
18. CAUSE OF DEATH i at prelate per Tine for fa}, (b), ond (c)) = psi? BETWEEN 
PART |. DEATH WAS CAUSED BY: 
Fyn» MEDIATE CAUSE (0 Legs php Vee LF ELtte 25 
/ X DUE TO ¥ = 
“es 2A4 


Be? Le 47 tts a 


Conditions, if ony, which gove (b) 
tise to immediote couse (0), 


i DUE TO i] “3 P 
stoting the underlying couse / Nie > 3 
ost. a ae ) Vi M4-th<t< Va VE. a hes 4 
5 |= | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0) 9. ane, 
S$ i ae es 
3S ves] No (] 
= | 200. ACCIDENT WAS UNDERLYING C ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 18.) 
e¢ | OR CONTRIBUTING C) CAUSE OF DEATH 
\ | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S 20. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, 20f. {City or town) (County) (Stote) 
£ Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. W crwert Ll ofseotk_ al : 


After this certificote hos been signed by the ottending physici 


e 3 should be detoched for use os the buriol-tronsit permit. Then 


fram <6 <7 + Woe, toe Ja 2, 9G /that (I) (we) last 
‘and that death accurred at5 : 3OMMram causes and an the date stated above. 


- te 2b. DATE SIGNED 
pirecror C) pus OO 


21. 1 certify that (I) (this haspital) attended the deceased 
saw the deceased alive an. EZES h 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours after deoth. 


Poge 4 moy be retained by the hospital ar attending physician, 
led with the State Dept. af Health prior to burial, cremotion, or removo 


TO FUNERAL DIRECTOR: 


P= Mc. PHYSICIAN'S 

oi) nance) DR CLAY DURRETT 2 

3 Dp 230. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
Salt) besiege win pr.5,1967 Cumberland ,Md, Allegan 


y ce a 3 hi C b tones M 2S. REC'D BY REGISTRAR ‘2Sb._REGISTRAR'S SIGNATURE 
ames F. scarpelli umberland, Md ? a 
’ . APR 5 1967 | 
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o 
= 
= 
5 
8 
3 
s 
= 
3 
3 
= 
‘s 
= 
S 
° 
= 
2 
uv 
3 
2 
5 
iS 
2 
@ 
3 
= 
3 
3 
& 
= 
e 
& 
o 
2 
s 
o 
= 
s 
2 
3 
2 
5 
2 
@ 
eS 


s& 
3 
2 
S 
2 
z 
So 
2 
@ 
= 
D> 
£ 
= 
2 
S 
oes 
one 
oe 
a 
Sees 
Sheng 
Sas 
eS 
noe 
23s 
2.52 
a~e 
zo38 
23 5 
Soe 
rd 

F#u 


TO DEPUTY 2 EXAMINER: This certificote should be executed within 24 hours ofter death. If 4 deloy is m-n 


TO FUNERAL DIRECTOR 


VR AI5ME (5) 
6M 1/67 


co 


KS 


MEDICAL CERTIFICATION 


3 


~ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04456 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


1, PLACE OF DEATH 


2. USUAL RESIOENCE (Where deceased lived, if institution: Residence befare odmission) 


o. COUNTY o. STATE b. COUNTY 
ALLEGANY MARYLAND MARYLAND ALLEGANY 
b. CITY OR TOWN (If outside corparate limits, c LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside carparote limits, write RURAL and give nearest tawn) 
write RURAL and give neorest town) 
CUMBERLAND O_ YEARS CUMBERLAND LL 
d, NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street oddress) & STREET ADDRESS © RESDENGE 
_511 VALLEY STREET 511 VALLEY STREET *s eg 
3. NAME OF First Middie Lost 4. DATE Manth Doy ‘Year 
DECEASED OF 
(Type ar print) GERTRUDE oratH APRIL eae 0 67 
S. SEX 6. COLOR OR RACE 7. MARRIED x) NEVER MARRIED oO 8. DATE OF BIRTH 9. AGE ie years IF UNDER) YEAR | IF UNDER 24 HRS. 
Jast birthdoy) | Months ] Doys | Hours 
FEMALE WHITE wipowen [7] pvorceo [|JUNE 14,1884 82 ys 
100. USUAL OCCUPATION (Give kind of work dane 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State ar fareign cauntry) 12. CITIZEN OF WHAT 
during most. ing fi jf retired) i} Y COUNTRY ? 
OOS GW Home MARYLAND USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


HENRY D. HAHN 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, 5 (If yes give war ar dotes af service 


RGARET 


16, SOCIAL SECURITY NO. 
NONE 


17. INFORMANT 


ELIAS S. BRAHAM 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


SUDDEN 


18. CAUSE OF OEATH (Enter only one couse per line for (0), {b), ond (c).) 


PART |. DEATH WAS CAUSED BY: > 
CORONARY OCCLUSION 


IMMEDIATE CAUSE {o) 


Bo. BURIAL, CREMATION, 


DUE TO 
Conditians, if any, which gave (b) 
rise ta immediate cause (a), DUE To 


stating the underlying couse 
lost. 


() 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 


19. WAS AUTOPSY 
PERFORMED? 


ves C) No fx) 


200. EXTERNAL CAUSE WAS 
PRIMARY CL) or CONTRIBUTING 
CAUSE OF DEATH. 


Hour om, 
p.m. 


death resulted fram: 
ACTUAL 
SIGNATURE 


EXAMINER'S 
NAME (Type) R 


Db. 


APR 


memos peat ) 


24. FUNERAL DIRECTOR 


BYRON KIGHT 


‘2c. TIME OF INJURY Manth, Doy, Year 


ie ot ue 
DATE THEREG! 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 


While 
19 ot work 


Natural causes 


20d. INJURY OCCURRED 


O 


We. PLACE OF INJURY (Home, form, | 208. (city ar town) 
o foctory, street, office bldg., etc.) 


21. (certify that | taak charge of the remains described abave, held an Autopsy [_], 


Not While 
ot wark 
Inspection [x], Inquiry x 
Accident [_], Suicide (_], Homicide fel Undetermined manner [_] 
¢ CHIEF MEDICAL EXAMINER [_] 


CUMBERLAND, MD. 


ASSISTANT MEDICAL EXAMINER [—] 


(County) 


(tote) 


and in my apinian 


22. OATE SIGNED 


M.D. 
DEPUTY MEDICAL EXAMINER 
BI,_9,_CliNeeepsnnsney, oma: cv) 4/21/1967 
NAME OF CEMETERY OR CREMATORY Tad. LOCATION {City or Town) (County) (Store) 
ON _MEMORTAL PaR CUMBERLAND, MD. , 
ADDRESS RAIS 


ABR SS Wor | fron 


The law re 


TO HOSPITAL OR ATTENDING PHYSICIAN 


quires that the death certificate be executed within 24 hours after death. 


physician. 


fd 
hours after deatt® 


papers. Pages | 


in 72 


physician and completely filled in by the funer 


Thee please remayeé 


permit. 


|-transi 


After this certificate has been signed by the attendin 


led with the State Dept. af Health priar ta burial, crematian, ar remaval, and in an evpatgwi 


e 3 should be detached for use as the bi 


i 


shautd be fi 


Page 4 may be retained by the haspitat ar attending 
director, pat 


TO FUNERAL DIRECTOR 


VR AIS (4) 
25M 1/67 


d 
Ss 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04457 CERTIFICATE OF DEATH 04459 


is one oF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
. N’ y . 
: ALLEGANY we | °*""€ MARYLAND b COUNTY AL LEGANY 
b. CITY OR TOWN (IF outside corporote limits, ¢. LENGTH OF STAY IN Ib ¢ CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 
y 
"CONSE RE AWD” 16 DAYS CUMBERLAND, Z 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS e Us 
MEMORIAL HOSPITAL 30 WEST FIRST ST, ves CL] no 
3 Nas First Middle lost 4. DATE Month Year 
REESE ny «CHARLES E. BURKE TT cy APR TL Tier? 
S. SEX 6, COLOR OR RACE 7. MARRIED fel NEVER MARRIED aaa 8. DATE OF BIRTH bi ea In wore a4 YEAR _| IF UNDER 24 HRS. 
i He 
MALE WHITE | wow [] _ oivorcen hed 12-29-15 er Min, 
me oy Ed Gy nd of oo 10b. KIND ee OR 11. BIRTHPLACE (County & Stote, of foreign ar ip? a ot WHAT 
luring most of working lite, even if retir INDUSTR' ? 
Hyndman, PEnnsylvania |U. e¥ 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
MICHAEL BURKETT BEALLS, GRACE 
nt WAS Die ed tity U.S. ARMED eee Rav 16, SOCIAL SECURITY NO. \7. INFORMANT Address 
85, NO, Or UNKNOWN, Ss give wor or 'es of Service) 
Yes Wa tt 161-12-6180 {| MEMORIAL HOSPITAL, CUMBERLAND, MD, 
1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) RTA BETWEEN 
PART |. DEATH WAS CAUSED BY: INSET 
IMMEDIATE CAUSE (0) 
’ DUE TO 
Conditions, if ony, which gove (b) 
tise to immediote couse (0), DUE TO 
stoting the underlying couse J 
fost. ) 
= | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} ee Bee 
S od ? 
2 ves [_]) No (] 
= | 200. ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
| (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘2Me. PLACE OF INSURY (Home, form, 20f. (City or town) (County) (Stote) 
8 Hour “o.m. While Not While foctory, street, office bldg., etc.) 
= pm. We ror hegre 


. | certify thot (1) (this haspital) attended the deceased fram__ 4 ~ £@ WR2 "$258 , 192 that (1) (we) last 
saw the deceased alive an__Yut4 _19. 2), and that death accurred ot_22 3) frone Cdlees and. an the date stated abave. 


Wo. SIGNATURE lates a cae 7b. DATE SIGNED 
be thor CL MD. PHYS. Dd _pikector pis, OO] Yr -60 
Tie. PHYSICIAN'S ee 10D 
“NAME(ype) «=RS—=G, GMERCON HOSA aeRG! fvoeman, MD. 


BURIAL, CREMATION, 23b. DATE THEREOF ty NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 


REMOWAL Specify) April 17, et Hyndman, Pa. Hyndman, Pa, Cemetry Hyndman, Bedford Co., Pa. 


day FUNERAL pees ADDRESS 250. REC'D BY REGISTRAR 28b. RECISTRAR'S SIGNATURE 
tie We Kaeg er, Hyndman, PA, oe APR 21 19 GChnvleg Judge 
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in Item 18. Give Pages 1, 2, ond 3 to 


necessary, please execute the certificote, writing the word “pending” in pen 


7 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94458 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 5 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence before odmission) 
1. COUNTY 
° ALLEGANY naw || ° ME = MARYLAND COUNT ALLEGANY 


b. CITY OR TOWN (If autside carparate limits, c. LENGTH OF STAY IN Ib c GTY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 


“Guitare 45 YRS. CUMBERLAND yi) 


jours after deat 


ins 
x 


with the Stote Departmen 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS © RSD ENE 
11 VIRGINIA AVE. 11 VIRGINIA AVE. YES a no OX] 


NAME OF First Middle Last | 4. DATE Manth 7 


Ee print) CLARAS CELONA CAPOROSSI DEATH APRIL St bbl 


S. SEX 6. COLOR OR RACE 7. MARRIED fe] NEVER MARRIED [7] | 8. DATE OF BIRTH A peal nie JE UNDER | a IF UNDER 24 HRS. 
jast birthday; 


FEMALE WHITE wioowed [7] ovorced []] APRIL 3, 1903 64 vis. 


100. USUAL OCCUPATION fee kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 


ri f working lite, even if ratir COUNTRY ? 
eH OUSEWIFE "OWN HOME AUGUSTA, W. VA. USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


JAMES GRAPES VIRGINIA SOWERS 
TS. WASDECEASED EVER IN U.S. ARMED FORCES? ¥6. SOCIAL SECURITY NO. 17. INFORMANT Address Husband 


(Yes, no, ar unknawn)} |{If yes give war ar dates of service! 
MR. NELLO CAPOROSSI, CUMBERLAND, MD. 


18. CAUSE OF DEATH (Enter only one cause per line far (a), (b), and (¢).} INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: i TaAND DEATH 
IMMEDIATE CAUSE (o) Coronary Occlusion stadt 


/ DUE TO 
Conditions, if any, which gave (b) Coronary Sclerosis 
tise to immediate cause (a), 1 
stating the underlying cause DUE TO 
last. ag er 3) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) | 19. CE aM 


ves [_] NO 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part II of item 18.) 
PRIMARY C1 or CONTRIBUTING C1 
CAUSE OF DEATH. 


the funeral director. Poge 4 should be forworded to the Chief Medical Examiner's Office olang with form PM3. Poge 


5 may be retained for your files. 


TO FUNERAL DIRECTOR: Poge 3 should be used as a buriol-transit permit. File pages 
Health or its designoted ogent, prior to buriol, cremotion, ar removol, ond in an yseuen within 72 h 


VR AISME ( 
6M 1/66 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 20f. (City or town) (County) (State) 
Hour a.m. While Not While foctary, street, affice bldg., ete.) 
p.m. 9 atwork CL) olwork C1 


21. | certify that | taak charge af the remains described abave, held an Autopsy [_], Inspection [34], Inquiry [x]. and in my apinian 
death resulted fram: Natural causes Accident (J, Suicide [1], Homicide (J, Undetermined manner (] 
. /g | , CHIEF MEDICAL EXAMINER [_] 
Eten mo, ASSISTANT mevical examiner [] Apr. 3 ,1967 2 DATE SIGNED 


i DEPUTY MEDICAL EXAMINER 
NAME (iy) DR. BENEDICT SKITARELIC, M.D. Address (Stet, cy, town, or county) Rt»9 Cumberland 


MEDICAL CERTIFICATION 


230. BURIAL, CREMATIO! 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City ar Tawn) (County) (State) 


Bea pe LPR, 61967 HILLCREST BURIAL PARK 
EAMES ORC CARPELLI, CUMBERLAND. 


th. 
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event, within 72 haurs 
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-transit permit. Then ple 
crematian, or removal, antin 


€ 
5 
3 
i 
5 
= 
o 
> 
3 
= 
ss 
& 
= 
= 
2 
2 
2 
2 
= 
* 
3 
° 
3 
2 
iz 
s 
€ 
5 
8 
3 
© 
£ 
So 
ad 
a 
= 
» 
= 
s 
= 
= 
© 
2 
€ 


After this certificate has been signed by the attending physicia 


age 3 shauld be detached far use as the burial 


Page 4 may be retained by the haspital or attending physician. 
shauld be filed with the State Dept. of Health prior ta burial, 


TO FUNERAL DIRECTOR 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
directar, p 


VR AIS (4) 
25M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, a ORF AR YLAND 21201 


59 Teens CERTIFICATE OF 


. PLACE i DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COU o. STATE b. COUNTY 
ALLEGANY sah MARYLAND ALLEGANY 
b. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


write FOAL or ve wh ry 4O years OLDTOWN 


od. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) STREET ADDRESS Te IS REIDENCE 
MEMORIAL HOSPITAL ves [] noX) 


. NAME OF First Middle Lost 4. DATE Month Doy Year 


DECEASED EVELYN B caroer | re APRIL 15 67 


SEX © COLOR OR RACE | 7. MARRIED NEVER MARRIED [-]] 8. DATE OF BIRTH 9. AGE (hears FORDER TYE 
4 ol \ sb irthdoy) [Months 
FEMALE WHITE | wwowe pwvorclo F} 4-2-1905 tS at 


yi USUAL rN oe eid of work done 10b. KIND oe BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. oe OF WHAT 
luring most of working lite, even if ratir DUSTRY. COUNTRY ? 
ramos of woe Sena Bot” Home RIO, W. VA. U.S.A 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Geor ‘ 
id CARO K LYDIA WISE 


tre ada at pus ARMED. ae feel 16. SOCIAL SECURITY NO. 17, INFORMANT Address 
es,no, or unknown) |{(If yes give wor or dotes of service! F 
no MEMORIAL HOSPITAL 


18. CAUSE OF DEATH (Enter only one couse per line for (0), ee 2 Pa BETWEEN 
PART |. DEATH WAS CAUSED BY: 2 PAttaA 
IMMEDIATE CAUSE (0) AL Ce 2 
hice 


G DUE TO 7 iy 
Conditions, if ony, which gove (b) ete eee QAO ecPR 
f2 


rise to immediote couse (0), 


5 4 
stoting the underlying couse DUE To a peritrc L0z4) Fr Kea: wy , G22, 


lst @ 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 16 THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} 19. en 
Se ie af 


200. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour “o.m. While Not While foctory, street, office bldg,, etc.) 
m. 19 otwork L]_otwork [1] 


21. [certify that (!) (this haspital Haile 3 peste e fram. a, 9, , ta ial , that (1) (we) fast 
sow the deceased-alive an_Qfe<<—1 19_©“, ond that death’ accurred at_3 ¢ 5M, Résh cduses and an the date stoted abave. 
220. SIGNATURE | ae 22b. DATE SIGNED. 
A L: C1 ttt A— mo. PHS Diricror CO pws Ma Cfe) 
Te PAYSICANS 22d. ADBRESS 


NAME (Type) OR. WEISMAN 59 GREENE ST, CUMBERLAND, MD, 


MEDICAL CERTIFICATION 


. BURIAL, CREMATION, 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) {Stote) 


REMOVAL Spaciy) Oldtown, Ma eAllegan: 


. FUNERAL bag 3 = baie Sie “ADDRESS 250, RECD BY REGISTRAR 2b. REGISTRAR'S SIGNATURE 
James F, Searpelli, Yumberland, Md. oAPR 1 9 196 f 


2 
5s 
= 
3 
3 
@ 
5 
£ 
S 
3 
3 
s 
S 
2 
g 
8 
2 
= 
S 
= 
= 
= 
2 
2 
2 
F3 
g 
& 
° 
3 
=, 
S 
3 
a 
2 
g 
= 
2 
= 
6 
S 
=z 
=< 
~ 
ie 
= 
< 
@ 
= 
= 
> 
a 
& 
a 
i=] 
2 


pa: 
ro) 
73 
< 
s 
Nn 
Ps 
3 
D> 
5 
a 
2 
2 
(= 
oS 
E 
be 


the funeral director. Page 4 should be farwarded to the Chief Medical Examiner's Office alang with farm PM3. Page 


5 may be setained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages land2 


Health ar its designated agent, priar ta burial, crematian, ar remaval, and in any eve 


necessary, please execute the certificate, writing the ward “pending” in per 


VR AISME (5) 
6M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 


nf? hours after death. 


Division of STATISTICAL pas Yl ater 301, W,, PRESTON STREET, BALTIMORE, MARYLAND 21201 
EDICAL E CepSiFICT 2 
MEDICA XA IFICATE OF DEATH 04462 
1. PLACE OF DEATH 2. USUAL RESIDENCE “(Where deceased ived, if institution: inte before usrnsen) 7 
0. COUNTY a. STATE Y, 
Allegany MARYLAND PRELIM (OF [ sie 3 
B- CY OR TOWN (Fouts corporat Tins, C LENGTH OF STAY IN Tb |] c. CITY OR TOWN (if outside corporote limits, write RURAL ond give neorest town) 
te RURAL t 
woh daeeetimna —— [aaye YAMEAbiHOH(/EL/EL, Inglewood, Calif. 
o. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street oddress) TSRET WORST 4); South Grevillea Ave. 5 RANT 
Fort Cumberland Hotel-Liberty St. Le 
3. NAHE OF First Middle Lost 4. DATE Month Doy Year 
DECEASED A _ 
(Type or print) Richard F. Cavanaugh erat April 21 1» 697 
5, SEX 6. COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED [_]] 8. DATE OF BIRTH AGE [in yeors” [FUNDER LVEAR [FUNDER 20S 
5 &3 irthdoy) Months | Doys | Hours ] Min. 
Male White winoweD [St oworceD []| July 3, 1886 (2) yrs. 
Wo, USUAL ay (Give ind of work done TO KIND OF BUSTESS OR TT. BIRTHPLACE (Stofe or foreign country) V2 CTE OF WHAT 
}ast of working fife, evgn i ip tatired) (NDI 
HeEresa tap Ue se Army Ocean, Maryland 
13 FATHER'S Tn Ta. MOTHER'S MAIDEN NAME 
Isaac Cavanaugh Mary Basan Mohan 
TS. WAS DECEASED EVER INU.S. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address Mists 
(Ves, na, ar unknown) (If yes give wor or dotes of service ; 
yes ar © & IT Mrs. Wm. C. Harrison umberlandMd 
1B CAUSE OF DEATH (Enter only one couse per line far (0), (b), and (c)) INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: H 
IMMEDIATE CAUSE (0} 
4 DUE TO 
Canditians, if ony, which gove (b) CORONARY SCLEROSIS = 
tise to immediote couse (0), DUET 
stoting the underlying couse UE TO 
OE semec C 
x | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} 19. WAS AUTOPSY 
Fa a ? 
S ves KK no (] 
© | 20. EXTERNAL CAUSE WAS 2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il af item 18.) 
& | PRIMARY CJ or CONTRIBUTING CI 
S | CAUSE OF DEATH 
S120 TIME OF INJURY Month, Doy, Yeor 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f (City or tawn) (Caunty) (rote) 
= Haur o.m. wile Nat While factory, street, affice bldg., etc.) 
p.m, 9 otwork L] ‘otwork [1 
21. Veertify thot | took chorge of the remoins described obove, held on Autopsy [_X, inspection [X], Inquiry [x]x__ ond in my opinion 
deoth resulted from: — Noturol couses Accident ([], Suicide (J, Homicide [], Undetermined monner [_] 
é 1 y CHIEF MEDICAL EXAMINER [7] 
ee ine mop, ASSISTANT MEDICAL EXAMINER [J : DTS esste 
DEPUTY MEDICAL EXAMINER [_] April 22,1967 
BAMINERS =D Benegs Sk4 7 
NAME (Type) re Benedict Skitarelic, M.D. Address (Street, city, town, or county) Rt~9 Cumberland 
23a. BURIAL, CREMATION, 7b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City or Town) (County) (Stote) 
AL (Speci . 
BRP YAR (Spec pr.26,1967 | National Cemeter 
24 FUNERAL DIRECTOR ADDRESS 


ames I, ca€pelli, Cy beriand, Mad. 


_ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MAAR CERTIFICATE OF DEATH A&R; 


ly Ges DF OEATH ny UEPRLITESIDENDE (Where deceased ie wv etc Residence before admission) 
bn a. A 
ALLEGANY MARYLAND MARYLAND ALLEGANY 


b, CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b i} c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


RAWWENGS Oumbe Rawlings rural EI 
~ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, LE ae By d. STREET ADDRESS ®. IS RESIDENCE 


ON A FARM? 
SACRED HEART HOSPITAL -SETON DRIVE ves] nok] 


NAME DF First ~ Last . DATE Month Da: Year 
SROEASED “Middle 4. iy 


(type or print) CLIFTON ,J. CLARK rd DEATH 04 03:19 67 


D SEX [ & COLOR Un nove) 7. maKNiED [] NEVER MARRIED [] | & DATE OF BIRTH 3, AGE (In years |IFUNDER 1 YEAR |F UNDER 24 ARS, 
-0 fast birthday) Months | Days | Hours | Min. 
MALE WHITE wivoweo [X] pivorceo[]} 10-03-97 


yrs. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 


d 


apers, Paget 1 


ithin 72 hours ai 


ith 


Wi 


sarin most CET RED Tee Ie RY WINCHESTER, VIRGINIA | usa"? 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
JACOB L, Clark ELLA (MASON) 
(Wes pope atom [iseatetaraen Tee ed 17. INFORMANT waaress 
k , 7-05-0210 SACRED HEART HOSPITAL RECORD 


18. CAUSE OF DEATH [Enter only one cause per line for-4g), (b), and (c).] INTERVAL BETWEEN 


lease remove carbon 


PART i, DEATH WAS CAUSED BY: ta— Cok eee 
IMMEDIATE CAUSE (a). 
: e > “ 
DUE To é: 
cause (a), stating the DUE TO . 
underlying cause last. (c). 


Conditions, If any, which ) 

gave rise to Immediate 

PART I. OTHER SIGNIFICANT CONDITIONSCONTRIBUTING a RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a)  |19. er 
YES no T] 


fs 
= 
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2 
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or attending physician. ‘ 
ficate has been signed by the attending physician and completely filled in by the 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour am. While Not While factory, street, office bldg., etc.) 
p.m. t) at work at work 


21. | certify that (I) (this hospital) attended the deceased from 1947, to 19.22, that (I) (we) last 
saw the deceased alive’ o1 ie 7, and that déath occurred at2:22M, from the cafises and on the date stated above. 
22a. SIGNATURE x 
g [ie a, mo. PHY re Director C]_ PHYS. 
22c. PHYSICIAN'S Z 22d. ADDRESS 
{ NAME (Type) . | 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the burial-transit permit. Then i 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in aj 


TO HOSPITAL OR ATTENDING PHYS! 
Page 4 may be retained by the h 
TO FUNERAL DIRECTOR: After this certi 


23a. AU geeme on 2b, “DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


BT | 4/6/67 Bloomington Bloomingtom Md. 


\y baa EARL DIREGTOR West oom 75a, REC'D BY REGISTRAR | 25b. RECISTRAR’S SIGNATURE 
\ ay Z / Westernport, Md, | fetenleg 
prea SS) ze ve . ARR 6 1967 


uted within 24 hours after death. 


ro 


o 
F4 
a 
@ 
3 
= 
= 
oS 
s 
c3 
3 
8 
3 
© 
= 
we. 
£e 
=5 
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cae. 
‘Bee 
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S 
Se 
of 
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ss 
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Fae 
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<2 
or 
22 
os 
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ec 
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<2 
.- 4 
os 
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> 
=e 
a 
g< 

Py 
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Hig 
after 


Ty filled in b 
on papers. 


transit permit. Then please remave 
cremation, or remaval, andin any event, within 72 hours 


After this certificate has been signed by the attending physician ond cot 


3 shauld be detached for use as the bur 


shauld be filed with the State Dept. of Health priar to bur 


TO FUNERAL DIRECTOR: 
director, pag 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 Ww, PRESTON STREET, BALTIMORE, MARYLAND 21201 


Ttems #3 &8 Film #COCERrRICKTE OF DEATH 04464 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmissio 


0. COUNTY . STATE b. COUNTY - 
: W. Va. 


MARYLAND fom 
b. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN 1b « CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 


write ge 2 pee Ridgeley 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street address) d. STREET ADDRESS 
Memorial Hospital 1i0 Knobley Street 
3. NAME OF i Middle Twin IL Lost 3 ‘Month 
pee oti) Conner a April 23 
5 SX ©. COLOR OR oe 7 WARRIED {_) NEVER MARRIED $59] 8. DATE OF BIRTH Li D7] 9 AGE fn yeors TEDL TEAR 


; lost birthd 
Male White wioowen [7] Divorced [J MALTAET er pil 


100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 

during most of working tite, even if retired) INDUSTRY COUNTRY? 
none none_ Cumberland, Md. 

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


James Russell Conner Glinda Sue Henderson 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT i 
(Yes, no, orunknown) |(If yes give wor or dotes of service] | Memorial Hosp: it al, bo id. 


18. CAUSE OF DEATH (Enter only one couse per }i i : INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE {0) 


776X DUE TO 


Conditions, if ony, which gove (b) 
tise to immediote couse (0), DUET 

stoting the underlying couse o 
1) rae (a 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. ae 


vss] No [] 


200. ACCIDENT WAS UNDERLYING O ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Doy, Yer 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, ] 20f. (City or town) {Stote) 
Hour “o.m. While Not White foctory, street, office bldg., ete.) 
ot work Oo ot work Oo 
Tettify that (I) (this hospital) attended the deceased fram , 19__, that (I) (we) last 
e ___, and that death accurred "5. Ze tween causes and an the date stated obove. 


MEDICAL CERTIFICATION 


ATTENDING MED. STAFF PATS 
PHYS. 01 _owecror OO pays, OO 
DHYETCAN = } Td. ADDRESS 


NAME (Type) iver Na 600 MEXXSK Ave. Cumberland, Md. 


ier 


3o. BURIAL, CREMATION, Ib: Tc. NAME QF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) (County) {Stote) 


74. FUNERAL DIRECTOR 750. PORD-BY AEGTR 2b 
James F, Scarpelli, Cumberland, Mg. =e 2 ge 
/ x 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04463 CERTIFICATE OF DEATH 4 04468 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY o. STATE b. COUNTY 


ALLEGANY MARYLAND 


b. CTY OR TOWN (If autside corparate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 


ite RURAL ond-se nearest Jovn 1 DAY NE YERSDALE e 


L 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS | 3 IS RESIDENCE 


MEMORIAL HOSPITAL vs [] no CO) 


NAME OF First Middle Last 4 DATE 
ol 
Type or print} BABY BOY CROSBY DEATH 


S. SEX 6. COLOR OR RACE 7. MARRIED [—] NEVER MARRIED {] | 8. DATE OF 8IRTH [ AGE {rn years 


MALE | WHITE | woowo C] ono | 4-17-67 ee 


ys. 


100, USUAL OCCUPATION ue kind of work done VOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) V2. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 


MEYERSDALE, PA, 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


ISKLE CROSBY RUTH SHAFFER 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) |(If yes give wer or dotes af service] 
i {" MEMORIAL HOSP] TAL, CUMBERLAND, MO. 
18. CAUSE OF DEATH (Enter only one cause per line for (0), (b), ond (¢ ‘ INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY ONSET AND DEATH 
7 , IMMEDIATE CAUSE (0) Ga? 


be DUE T0 
Conditions, if ony, which gove (b) 
tise to immediote couse (0). DUE TO 
steting the underlying couse 
bith, es it « 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE GONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 


y PERFORMED? 
Lhehag Laws Leltethids =LleAx yes} NO 


‘200. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJ| vy OCCURRED. (Enter noture of injury in Peft | or Port Il of item 18.) 
OR CONTRIBUTING L].CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 2f. (City or town) (County) (Stote} 
Hour ‘o.m. While Not While factory, street, office bldg,, etc.) 
p.m. 19 otwork LJ _otwork CI 


2), | certify that (I) (this hospital) attended the deceased from ay. , to , 19__., that (I) (we) last 
saw the deceased alive 19___, and that death accurred at]_1_: 5 MPfratil gauses and an the date stoted above. 


220. SIGNATURE 7 lr aa carr 22b. DATE SIGME 
M.D. PHYS. C_oirecror C1 Pays bs PAE A 


‘2c. PHYSICIAN'S: ] ‘22d. ADDRESS 


NAME (Type) oe A OfeSGH 500 GREENE ST., CUMBERLAND, MD. 


7%. BURIAL, CREMATION, 23. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY : 23d. LOCATION (City or Town) (County) (Stote) 
B REMOVAL (Specify) 
Q 


* UNERAL DIRE RE 25b. REGISTRAR'S SIGRAT 

VR AIS (4) Sa i 

Be a wad ; WE nba. Oeedae 
Ly cars 


S) 


femove,carbon papers. Pages 1 and 2 


ond completely filled in by the funeral 
|, on, inygny event, within 72 haurs after deq 


‘icion 


en pleas; 


phys 


“th 


, cremation, or removal 


transit permit. 


MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital or ottending physician. 
TO FUNERAL DIRECTOR: After this certificate hos been signed by the attendi 


director, page 3 shauld be detoched for use os the b 
should be filed with the Stote Dept. of Health prior to buri 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04466 CERTIFICATE OF DEATH 04466 


|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 


° ONY ALLEGANY wena || ° MARYLAND °°" aLLeGaNny 


b. cy yal W ‘outside carporate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
write ‘ond give neorest t 
CUMBERLAND” 7_DAYS CUMBERLAND oe 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS e@. hae 
MEMORIAL HOSPITAL 675 FAYETTE STREET | ws Pp} wo 
ai Nae or First Middle Lost 4, DATE Month Doy Year 
(Type reatint EDITH E. CUNNINGHAM Haas APRIL 22, 067. 
S$. SEX 6. COLOR OR RACE 7, MARRIED 1:4} NEVER MARRIED Oo 8. DATE OF BIRTH 9 gon IE UNDER | YEAR 
FEMALE WHITE wiooweo (CJ oivorceo F]| 10-12-1886 ie 


Io, USUAL OCCUPATION hen kind of work done 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 


UI 


) 


hi 
Mes u 


Nn papers. 


ly filled in b 
WOR, within 72 hours afte’ 


ve carbo 


WEST VIRGINIA Wes S.A: 


13. FATHER'S NAME T&. MOTHER'S MAIDEN NAME 
ANTHONY MAPHIS FANNIE SHANK 
1S, WAS DECEASED EVER INUS, ARMED FORCES? | 16. SOCIAL SECURITY NO | 17. INFORMANT adress 


ee (IF yes give wor or dotes of service] MEMORIAL HOSPITAL CUMBERLAND, MD. 


18 CAUSE OF DEATH (Enter only one couse per line , INTERVAL BETWEEN 

PART |. DEATH WAS CAUSED BY: 2 ONSET AND DEATH 

ye IMMEDIATE CAUSE (0) 

VAIN DUE TO 

Conditions, if ony, which gove (b) 
rise to immediote cause (0), 

stating the underlying couse DUE TO 

Ca a ayes. @ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 


-transit permit. Then please rei 
, cremation, ar removal, and in ai 
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Ho, ACCIDENT WAS UNDERLYING L] 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IFEITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, (City or town) (County) (Stote) 
Hour ‘o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 19 otwork Lal otwork C1 


21. | certify that (I) (this haspital), attended the deceased fram 
saw the deceased alive on < 2 
lo. SIGNATURE ae ip ee 2b. , DATE SIGNED 
? R MD. PHYS. pirector C) pays. O Ae —b 


2c. PHYSICIAN'S 22d. ADDRESS 


NaME(Type) DR. We Fe WILLIAMS 122 S. CENTRE ST.,CUMBERLAND, MD 
Bo. BURIAL, CREMATION, ie DATE THEREOF | 3c. NAME OF CEMETERY OR CREMATORY 28d. LOCATION (City or Town) (County) (state) 


ead” | y/24/67 Hillcrest Burial Park |Cumberland Allegany Maryland 


24. FUNERAL DIRECTOR ADDRESS 2So. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 


H. Lee Silcox Cumberland M oAPR 25 1967 


After this certificate has been signed by the attending physician and ¢ 
MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital ar attending physicion. 
directar, page 3 should be detached far use as the bi 
shauld be filed with the State Dept. af Health prior ta burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


2 TO FUNERAL DIRECTOR 


Le 


Ss 


1 MARYLAND STATE DEPARTMENT OF HEALTH 


f Fveras Pak 


DUE TO 

Conditions, If any, which (b). ara rw Se/ etaais 
gave rise to Immediete 
cause (a), stating the 


|, cremation, or removal, 


underlying cause last. 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND ~ 
FOR STATE NAAT MEDICAL EXAMINER'S CERTIFICATE OF DEATH 04467 
HEALTH 1 i MoaNTy 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
i Allegany ae a. STATE Md: v.counTy Allegany 
—— ed 
ego & Db. CITY OR TOWN (If outside corporate limits, c. LENGTH DF STAY IN ib |, c. CITY OR TOWN (If outside corporate Ilmits, write RURAL ‘and give nearest town) 
Zaz Es write RURAL end give nearest town) 
see 5. Rural Barton 65 Yrs rural Barton 
@: nn ge ‘d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d, STREET ADDRESS @. 1$ RESIDENCE 
Boe OS ON A FARM? 
gee & E yesC] nok] 
=] a 3. NAME OF i 
mA Bi 2n DECEASED First Middle Lest 4. Bue Month Day Year 
Baz Sf (Type or print) Harry Davis peaTH ~~ April 15__19 67 
ng g= 3. SX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE Tn eers | IF UNDER 1 YEAR|IF UNDER 24 BRS, 
285 2 Male White e jay) Months | Days ) Hours | Min. 
Bae aF WIDOWED [7] pivorceo(]| July 21, 1901 65 yrs. 
es 25 10a. USUAL OCCUPATION (Give Kind of work done| 10b. KiND OF BUSINESS OR Ti. BIRTHPLACE (State or forelgn country) 12. CITIZEN DF WHAT 
Zee o> during most of working life, even If retired) INDUSTRY COUNTRY? 
s= ® 
fom 7 diner Qoal Mine Maryland S.A. 
a ss Bs 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
sz gc 
See So Thomas Davis Glemmie Isentrout 
sae ES 15. WAS DECEASED EVER INU.S. ARMEDFORGES? | 16. SOCIALSECURITYND. | 17, INFORMANT ‘Address 
vs . (Yes, to, or unkown) | (Ifyes give war or dates of service) 
£ q no Isabelle LashbeughBarton, Md. 
Pes 8 18. CAUSE OF DEATH [Enter only one ceuse per line for (a), (0), end (c).] > INTERVAL BETWEEN 
& PART |, DEATH WAS CAUSED BY: 
Chee IMMEDIATE CAUSE (e) Ce oS eclusca a s 
s / 
3 
= 
3 
° 
8 
7s 
3 
a 
2 
a 


= z 5 Wan ALTOS 
TSEASE CONDITION GIVEN INPART 1(6) |19. WAS AUTOPSY 
3 2 ue PERFORMED: 
2 3 ves] No 
S & | 20a, “EXTERNAL CAUSE WAS ~~] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 11 of tem 18) 
s & | Priitary [) or CONTRIBUTING C) 
a & | CAUSE OF DEATH. 
3 | Ge. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm.) 20f. (City or town) (County) State) 
53 Hour a.m. while Not While factory, street, office bidg., etc.) 
is 
= p.m. 19 at work at work 
21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection [DX], Inquiry (Sq, and in my opinion 


death resulted from: Natural causes [5q, Accident [], Suicide [_], Homlcide [], Undetermined manner [_] 


yi CHIEF MEDICAL EXAMINER [_] 


tor. Page 4 should be forwarded to the Chie’ 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should 


SenaTuR _p, ASSISTANT MEDICAL EXAMINER [_] y, 22. re SIGNED 
DEPUTY MEDICAL EXAMINER [X] 

cummens Benedict Skiterelic Kx Y 

NAME type) Address (Street, clty, town, or county, Cumberland, Md, 


lease execute the certificate, writing the word “pendin 


of Health or its designated agent, 


TO DEPUTY a This certificate should be executed with! 


3 23a. BENOVAL eeeetige 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
os A Pecify, 
as Bieie | 4/18/67 Leurel Hill Moscow Mills Md. 


f m 
VR AISME (5)8 


5M 65 


Westernport, ma, | APR 191967 | fCHontay age 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04466 CERTIFICATE OF DEATH 04468 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0, COUNTY Alaegany sats oSTTE Maryland b.OUNY A 9 6 anger 
B. CY OR TOWN {If outside corporate limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
Rbeantaiysereorest town) [ 28 yrse. Weeternport yf 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) &. STREET ADDRESS | @. 15 RESIDENCE 


137 Front Ste, 137 Front St,. ws C18 


DECEASED Effea ia Asenith” Delawder" | ‘on Apr ain” 30” Ol 


‘Type or print) DEATH 
SSOPemmm le | © SQL GRACE | 7. MARRIED [7] NEVER MARRIED [] re F Pa 1895 9._AGE (In yeors |IEUNDER | YEAR [IF UNDER 74 HRS. 


oe) Months | Do: He 
ane ae cca lll 


100. am gtarel ae kind of work done bs KIND OF BUSINESS OR ] es (County Paz cr 12. aN ae WHAT 


during me gtwaring, egeven if retired) ome 188, 
13. FATHER'S NAME ¥ 14. MOTHER'S MAIDEN NAME 
Liona Halterman Amma E,. Mathias 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT 5 Address 
(Yes, no, pj ynknown) (" yes give wor or dotes of ov Yee Nesmith Westernport,Md. 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) 


PART |. DEATH WAS CAUSED BY: . ea etal 
IMMEDIATE CAUSE o_ Cabice acted 


DUE TO 
Conditions, if ony, which gove (b) ALS G VD 


tise to immediote couse (9), 
stoting the underlying couse 1330 
kit. a @ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. eee 


axe peapret tg | SE) WO GY 
200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury“in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, (City or town) (County) (State) 
Hour “o.m. While Not While foctory, street, office bldg., etc.) 
p.m. ui ot work D1 otwork O 


21. | certify that (I) (this hospital) ig the — fram. D = , 19@ 7 thot (1) (we) lost 
saw the deceased alive on. , and thot deoth occurred op AM, from causes and on the date stated above. 


Tio, SIGNATURE ae. os ae 7b. DATE SIGNED 
(W- MD. PHYS Brecon OF pws. O 
7c. PHYSICIAN'S 72d. ADDRESS 
NAME (Type) Z 


Bo. BURIAL aol 23b. DATE THEREOF fe 3 Eee ‘OR CREMATORY 2d. . (City or Town) (County) (Stote) 
(Specify) A I 
peeve lle, Md, 


ISTH STRAR'S SIGNATURE 
WestefRBSrt, Md, | 250. REC'D BY REGISTRAR = ‘2Sb. REGISTRAR'S SIG 


MAY 5 1967 | forontha Yoze 


or removal, and in any event, within 72 hau 


INTERVAL awe 


transit permit. Then please remove carbon papers. 


igned by the attending physician ond completely filled in by tp 


| or attending physician. 


MEDICAL CERTIFICATION 


d with the State Dept. of Health prior to burial, cremation, 


e 3 should be detached for use as the burial 


et 


i 


director, pa 
shauld be fi 


€ 
i=] 
3 
s 
= 
s 
2 
8 
i=J 
2 
= 
a 
aS 
= 
a3 
2 
5 
3 
Fd 
« 
& 
® 
= 
2 
S 
= 
§ 
= 
S 
8 
= 
e 
2 
= 
3 
= 
s 
ye) 
= 
s 
= 
ne 
© 
2 
= 
= 
= 
2 
a 
ca 
=x 
a 
So 
+3 
a 
z 
S 
o 
= 
a 
oa 
°o 
= 
a 
= 
a 
& 
o 
= 
o 
= 


TO FUNERAL DIRECTOR: After this certificate hos been si 


Page 4 may be retained by the hos 


) 


oO 
br] 


This certificate should be executed within 24 hours ofter death. If > deloy is 


TO DEPUTY 2. EXAMINER: 


iy 


ef Medicol Examiner's Office olong with form PM3. Po. 
-transit permit. File poges lond2 with the Stote Departme: 
Ge 


~ 


, prior to buriol, cremotion, or remavol, and in ony eveft within 72 hours after deo 
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the funeral director. Poge 4 should be forworded to the Chi 


5 moy be retoined for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used os o burial 


Heolth or its designated agent, 


Jat 


VR AISME (5) 
6M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


ARLES MEDICAL EXAMINER'S CERTIFICATE OF DEATH . Q)4469 


— == L} 5 
|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 


o. COUNTY Allegany itis o. STATE Maryland bOUWTY Aiie gany 


b. cy aa Mf outside casporate limits, <. LENGTH OF STAY IN Ib «CITY OR TOWN (If outside:corporate limits, write RURAL and give nearest town) 
ite AL i tt . 
write i et give neorest town) oO years Cumberland ay 


OL 
NAME OF HOSPITAL OR INSTITUTION (I nar Rospiol, gue sweet addres] & STREET ADDRESS © RRIDENE 
rump Nursing Home-761 Fayette St. 320 Pennsylvania Aye. | 5 L) sole 


NAME OF Fist Middle Tost 4. DATE Month Doy Year 
s , OF ; 
(Type or print) Rhoda Alice Duckworth DEATH April 21 _ 0» 67 


5. SEX 6 COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED (_]| 8. DATE OF BIRTH Pens fianeor: [FUNDER | YEAR | IF UNDER 24 HRS. 
los birthday) | Months i 
emale White winowed <<] oworcto [}} Ogt. 8,1883 83 vss. 


100. USUAL OCCUPATION ie kind of work done 10b. KIND OF BUSINESS OR ' BIRTHPLACE (State or foreign country) | 12. CITIZEN OF WHAT 


during most of working lite,even if retired) INDUSTRY se COUNTRY? 
Hous Sie fe Own Home Green Ridge, Mg. USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Peter J. Twi Sarah E, Robertson 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT AdtreS randdaughter 


(Yes, no, or unknown) |(If yes give wor or dotes of service] 
no Mrs. John Thomas,Ba 


18. CAUSE OF DEATH (Enter only one couse per line for (o), (b), ond (c).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ; ATH 
IMMEDIATE CAUSE fo) Coronary Occlusion OG AR FF 


x DUE TO 
Conditions, if ony, which gove 
rise to immediote couse (0), 
Stoting the underlying couse 
lost. Ae 


PART I! OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) ibe WAS AUTOPSY 


Coronary Sclerosis 


PERFORMED? 
No (] 


200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
PRIMARY LD) or CONTRIBUTING 
CAUSE OF DEATH. 
20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, farm, ‘20f. (City or town) (County) (Stote) 
Hour o.m. While eta To foctory, street, office bldg., etc.) 
p.m V9 ot work L] ot work 


MEDICAL CERTIFICATION 


21. | certify that | tack charge of the remains ae above, held on Autopsy [_], _Inspectian [KX], Inquiry [KX], and in my opinton 
death resulted fram: Natural couses J, » Accident [_], Suicide [[], Homicide (J, Undetermined manner (_] 
! CHIEF MEDICAL EXAMINER [_} 
ASSISTANT MEDICAL EXAMINER [] 22: tee 


DEPUTY MEDICAL EXAMINER KJ rel Gls at Ga F 


NAME tt) Benedict Skitarelic, M.D. Address (Street, city, town, or count 


Tio. BURIAL, CREMATION, | Zab. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Fd. LOCATION (City or Town) (County) (State) 
K eae lapr.23,1967 |Mt. Herman Cemet Cumberland 


24. FUNERAL DIRECTOR ADDRESS So. RECD BY REGISTRAR 25b, REGISTRAR'S SIGNAT 
James F. Scarpeili, Cumberland ,Mq. 


ae | 
FOR STATE 


alang with form PM3. 


18. Give Pages 1, 2, and 


Page 3 shauld be used as a burial-transit permit. File page’ 


= 
3 
4 
fre} 
iS 
3 
3S 
= 
3s 
= 
ca] 
o 
= 
= 
2 
2 
t= 
s 
2 
2 
@ 
2 
eg 
a 
a 
x 
= 
@ 
= 
3 
a 
2 
s 
s 
2 
2 
< 
2 
© 
= 


S 
a 
n= 
o 
= 
3 
i= 
S 
a 
ge! 
So 
3 
© 
= 
o 
£ 
2 
2 
g 
£33 
ou 
2a 
ce hy ae) 
Bogs 
235 
Eee 
@c oc 
aes 
Some 
23.¢ 
DS 
ars 
=>52 
2 
3 
B25 
Soe 
3 
feu 


TO FUNERAL DIRECTOR: 


Sa 


MARYLAND STATE DEPARTMENT OF HEALTH 
Divisian of STATISTICAL RESEARCH AND RECORDS, 303 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04468 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 04470 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 


Allegany MARYLAND Maryland 
BY OR TOWN (If outside eorporote limits, LENGTH OF STAY IN © CH OR TOW (ove Corporate Tins, wile RUREL eng Poorest Town) 


write RURAL gnd give neorest town) 


erlan DOA 


d, NAME OF HOSPITAL OR INSTITUTION (If not in -hospitol, give street oddress) d, STREET ADDRESS e. IS RESIDENCE 
’ ON _A FARM? 


Memorial Hospital 


3. NAME OF Fit. Middle 
DECEASED 
(Type or print) 


HIVEe, 
S. SEX 6. COLOR OR RACE 7. MARRIED &) NEVER MARRIED (| ® Date oF Birth 


Male White widowed (] pivorctD (]] June 16, 1902 


100. USUAL OCCUPATION ys kind of work done 10b. KIND OF BUSINESS OR * {I BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY ‘ COUNTRY ? 


Engineer B&ORR Pennsylvania US A 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


STi) nowa GQ 
1S. WAS DECEASED EVER IN'US. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Addres Ai 
(¥es, no, or unknown) [(If yes give wor or dotes of service Cumberland, Md 


No 21407-0112 | vrs. Box 
18. CAUSE OF DEATH (Enter anti ne couse per line for (o}, (b), ond (c).) INTERVAL oa 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Coronary Occlusion 
4 4 
Conditions, if ony, which gove Coronary Sclerosis 
rise to immediote couse (0), 


stoting the underlying couse 
ae Seer 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19, fe ee 


ves[] xo J 


200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
PRIMARY CI or CONTRIBUTING F) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 20f. {City or town) (County) (Stote) 
Hour o.m, While Not While foctory, street, office bldg., etc.) 
pm 19 otwark CI “otwork C1 


21. 1 certify that | tack charge af the remains described abave, held an Autapsy {_], —Inspectian J, Inquiry {and in my apinian 
death resulted fram: Natural causes (KK Accident (_], Suicide (J, Hamicide (J, Undetermined manner [_} 
/ CHIEF MEDICAL EXAMINER [C] 
eae , ASSISTANT MEDICAL examiner [1] eS. | 


j DEPUTY meDical examINER RK April 22, 196 
NAME tl) Benedict SHitare lic ’ M.D. Address (Street, city, town, or county) le erland | e 


Bo. Ha eee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) a” 
REM ‘Speci : 
Burda” | April Mt.Tabor Methodist Cem| Spring Gap, Alleg 


196 
PS Ral, = ADDRESS Zo. REC PB mG 25b. REGISTRARS SIGNATURE 
Sh, Irs, |230Waito Aves, Cumberlan APRS Cg 64 foonteg 


MEDICAL CERTIFICATION 


\ 
= 
S msn 
Path 

— 


TO DEPUTY . EXAMINER: This certificate shauld be executed within 24 haurs after death. If 2 delay i 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, eet 21201 


04471 


Ro STATE 169 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
PT. [7 ptace oF veatH 7, USUAL RESIDENCE (Where deceosed lived, i institution: Residence before odmission) 
at 0. COUNTY o, STATE b. COUNTY 
= Se Allegany MARYLAND Maryland Allegany 
“he 53 B. CITY OR TOWN (If autside corporote limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
= eu write RURAL ond give neorest town) 
Se e2 Cumberland 77 Years mberland / 
rt apo d, NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d, STREET ADDRESS é BR IDENCE 
ead [= 4 
3 28 QO Columbia ee QO Columbia ree ves [No By 
2 3y 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED OF ‘ 
g 2k {Type or print Margaret Ehrbar ped Apri. 21° 67 
ry ie 5. SEX 6 COLOR OR RACE [7 MARRIED [7] NEVER MARRIED [-]] 6 DATE OF BIRTH AGE yeors | TEUNDERTVERR TF UNDER 24 HRS, 
oe ,] lost birthdoy) Months | Doys | Hours | Min 
= ~| Female White WIDOWED pivorced [[] yes 
€ Too, USUAL OCCUPATION Give kindof work done TOb. KIND OF BUSINESS OR I}. BIRTHPLACE (Stote or foreign country) V2 CTIZEN OF WHAT 
= during gost of working life, even if retired) INDUSTRY COUNTRY ? 
usekeeper Cumberland, Maryland eSeAe 


13. FATHER'S NAME 


Anton Knoche 


14, MOTHER'S MAIDEN NAME 


Margaret Metzger 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yes, no, or unknown) {(If yes give wor or dotes of service} 


17. INFORMANT 


16. SOCIAL SECURITY NO. Addis}, Columbia St 


CHIEF MEDICAL EXAMINER [_] 


a 


the funeral director. Page 4 should be farwarded ta the Chief Medical Examiner's Office lang with form PM3. Pa 


5 may be retained far your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages land 2 wi 


Health ar its designated agent, priar ta burial, cremation, or remaval, and in any event 


S 
a 
oy 
ie No None Mrs, Ethel Collins Cumberland, Md. 
2 18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY . 
= IMMEDIATE CAUSE (o) Coronary Occlusion side 
a DUE TO 
= Conditions, if ony, which gove (b) Coronary Sclerosis port 
2 tise to im mediote cause (0), 
= stoting the underlying couse DUET 
=: Kit ot ee Q) 
$ = | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) 19. ee ae 
s = ves] No (XJ 
i) = [200, EXTERNAL CAUSE WAS 0b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | or Port Il of item 18.) 
3 & | PRIMARY C1 or CONTRIBUTING CI 
5 © | CAUSE OF DEATH, 
a S [0c TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED e. PLACE OF INJURY (Home, form, | 20. (City or town) (County) (Stote) 
£ i] laur o.m. While Not While foctory, street, office bldg., etc.) 
= ‘ 19 ot work Oo ot work Oo 
g 21. U certify that | took charge of the remains described above, held an Autapsy [_], —_Inspectian Qj, ‘Inquiry and in my apinian 
® death resulted from: Natural causes [X], Accident (_], Suicide [7], Homicide [-], Undetermined manner [_] 
@ 
3 
3 
= ARE mp, ASSISTANT MEDICAL examiner (J 2 PATEIMHED 
= EXAMINERS : i DEPUTY MEDICAL EXAMINER [2 April 21 1967 
3 j NAME (Type) Benedict Skitarelic, M De Address (Street, city, town, or I dl unberland, 
g 0. BURIAL, CREMATION, | 2b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
€ REMOVAL{Speaify) a 
suet at" )/24/67 Sunset Memorial Park Cumberland Allegany Maryland 


24. FUNERAL DIRECTOR 
VR AISME (5) 
6M 1/66 


ADDRESS 
H. Lee Silcox Cumberland Maryland 21502 _ | 


250. REC'D BY REGISTRAR 


wPR 24 


‘2Sb, REGISTRAR'S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 


has 
UM) o&4a70 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
CERTIFICATE OF DEATH 


04472 


tay 
Bes EE ie i DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
os 0. ALIEGANY o. STATE MARYLAND b. COUNTY ALLEGANY 
3-5 MARYLAND 
235 B. UTY OR TOWN (If autside corporate limits, ©. LENGTH OF STAY IN Ib ©. CTY OR TOWN (if outside corparate limits, write RURAL ond give neorest town) 
~ay write RURAL Ante Nearest town) 
2a\s FROSTBURG 9 DAYS FROSTBURG 
ges d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street address) d. STREET ADDRESS e. Rl bred 
= y 
2-3 MINERS HOSPITAL 124 McCULLOH ST, ves [) Nox) 
= 3 ame First Middle Last ih DATE Month Doy Yeor 
= 3 \F 
e (Type ar print) WALTER EICHORN DEATH APRIL 9 67 
= 5, SEX 6. COLOR OR RACE [ 7. MARRIED NEVER MARRIED []] 8 DATE OF BIRTH 9. AGE 0 re TFUNDER | YEAR_| IF UNDER 24 HRS. 
irthday Manths | Days { Hours | Mit 
MALE WHITE wnown C] oreo EJJOCT. 19, 1886 | BO wy) | Mors] Pov | Hove | Rn 


10a. USUAL OCCUPATION (Give kind of work done 


seen SOLA 


| Tob. KIND OF BUSINESS OR 


ort’ POLICE DEPT, 


12. CITIZEN OF WHAT 


11. BIRTHPLACE (County & State, ar foreign count 
Pet 4 2 COUNTRY ? 


MARYLAND 


13. FATHER'S NAME 


AUGUST EICHORN 


1S. WAS DECEASED EVER INU. MED FORCES? 
(Yes, me unknown) {(If yes give war ar dotes of service! 


16. SOCIAL SECURITY NO. 


R20-32=4727 


17, INFORMANT 


LAURA F. EICHORN, FROSTBURG, MD. 


14. MOTHER'S MAIDEN NAME 


JENNIE ROBINSON 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


LEA iY DUE TO 
Conditions, if ony, which gove ) 
rise ta immediote couse (0}, DUE TO 
stoting the underlying couse 
Lr ge 0 


, cremation, or remaval, and in any event, within 


vires that the death certificate be executed within 2Lhours after death 
-transit permit. Then please remave corban pi 


q 


TB. CAUSE OF DEATH (Enter anly one cause per line for (a), (b), and, (c)) 
PART |. DEATH WAS CAUSED BY: ; Ly Zp 
| IMMEDIATE CAUSE (0)__(_ g rt “EVD 
Pye: * 


I or attending physician. 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


19. WAS AUTOPSY 


After this certificate has been signed by the attending physician and cam 


=] 
e 
eo oa8 
Sete 
2} uw 2 
2 ore Ss 
i= o 3 ,. nom PERFORMED? 
2 32 & NMEWE ves] NO 
= s = 3 | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE. HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
wo 23'S | OR CONTRIBUTING C1 CAUSE OF DEATH me: te ad 
Besso & | (IFEITHER, NOTIFY MEDICAL EXAMINER) & 4 A 
zeus? S [20c. TIME OF INJURY Month, Day, Yeor 0d. INJURY OCCURRED, | -20e. PLACE OF INIURY (Home, form, | 20f. (city or fawn) (County) Grote) 
= — 33 s lour O.m. Whi i] Nat While factory, street, affice bldg.;etc.) Z < Pz 
id = p.m. ot worl at wark i- 
Z2> oS = 5 : - z a 
35 ne 21. | certify that (I) (this hospital) attend 2B deceased fram__S7PAy +, Wee, , 19.27 that (1) (we) lost 
Sease saw the deceased alive on. 19_(2/ ond thot deoth occurred at4.'/CPM, from couses ond on the date stoted above. 
Recs a Sg a Tb. DATE SIGNED 
size: SOTO Perm mae" fa Sie OR Ol 4 /; 
a g ‘d, f, i Ls bbe 5 p “: 
2-3 SS yi ic. PHYSICIAN'S ~~ 22d. ADDRESS 
5) 
Ee = ae / NAME (Typ) MARTIN ROTHSTEIN, M. D. BROADWAY, FROSTBURG, MD 
Sz 
3 3 322 Bo. BURIAL CREMATION, 3b. DATE THEREOF 23, NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City or Town} (County) (Stote} 
ze 
ef oss ‘Bthie” arr. 12 267 | FBG, MEMoR FROSTBURG 
‘2 (\ 24, FUNERAL DIRECTOR ADDRESS bre 
VR ATS (4) 
20 M 1/66 JOSEPH R. DURST, SR., FROSTBURG, MD, BATE 


ge 
sag 


— 


ers. Po 


bg 


physicion and completely filled in by the fune 
leose remove corbon popt 


en p 


th 
, cremotion, or removol, and in any event, brent 


uriol-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death. 


Poge 4 moy be retoined by the hospital or ottending physicion. 
je 3 should be detoched for use os the b 


should be fied with the State Dept. of Health prior to burio 


TO FUNERAL DIRECTOR: After this certificote hos been signed by the ottendin 
director, pat i 


= 
S 


vl 
2 


85 
=> 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04471 CERTIFICATE OF DEATH 04473 


T. PLACE OF DEATH 7. USUAL RESIOENCE {Where deceosed lived, if institution: Residence before admission) 
0. COUNTY ALLEGANY err’ o. STATE MARYLAND b. COUNTY ALLEGANY 
B. CITY OR TOWN (If outside corporote Tims, © LENGTH OF STAY IN 1b |] <. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 
“EROS TBE or) 6 DAYS FROSTBURG, RT. 1 ; 
&. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) & STREET ADDRESS ma KETENE 
MINERS HOSPITAL ves C] no [& 
3. NAME OF First Middle Tost a. DATE Month Doy Year 
PECEASED LILLIAN c. FAZENBAKER Seca APRIL As 9 67 
3 SEK © COLOR OR RACE | 7. MARRIED f] NEVER MARRIED (-]] & OATE OF BIRTH 9. AGE {In yeors | IFUNDER 1 VEAR_] TF UNDER 24 HRS. 
FEMAIE WHITE winowed [J DIVORCED O[sutx 9, 1891 | He ver Months | Doys | Hours | Min. 
1D, USUAL OCCUPATION Give Kind of work done TO KIND OF BUSINES OR TI BIRTHPLACE (County & Stote, or foreign country) 12 CHTZEN OF WHAT 
HOUSEWORK" Gio PENNSYLVANIA Sele 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ALEXANDER BITTNER SARA INFIELD 
TS. WAS DECEASED EVER INU S. ARMEO FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 


(Yes, no, or unknown) |(If yes give wor or dotes of service’ P20-52-9806 MRS. IEONA ALBRIGHT, RT. 15 FROSTBURG, MD, 


1B. CAUSE OF OEATH (Enter only one couse per line for (0), (b), ond {c}.) INTERVAL BETWEEN 


PART |. OEATH WAS CAUSED BY: 4 Kes Peer ge QNSED AND_DEATH 
IMMEDIATE CAUSE (0) Cenkbral becihadg s J ih 


X DUE TO 


Conditions, if ony, which gove by fs J i Av ¥ Zé Pentodul( ne Pea A6-y4 ee 


rise to immediote couse (0), 


; ; DUE TO /, 
stoting the underlying couse a 
Co ae rar oY Cardenmeceba,  hderece 
az | PART Ul. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART No) 19. WAS AUTOPSY 
FS ae eee NONE PERFORMED? 
is CMS vs (-} no 1 
= 200. ACCIOENT WAS UNDERLYING (1 -| 20b. OESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port # or Port tl of item 1B.) 
‘S¢ | OR CONTRIBUTING CI CAUSE OF OEATH “ a 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) ~~ ¥ 
S 20c. bil INJURY Month, Doy, Yeor 20d. INJURY OCCURRED Me. oe OF INJURY (Home, form, 20. — (City or town) (County) (Stote) 
i] jour o.m. While Not While”; foctory, street, office bldg., etc.) 
= p.m. cme) otwork CL) orwark CI my L 
21. | certify that (I) (this haspital) attended the deceased fram. 3f 2 9G 7, ta LIF , 9G F that (I) (we) last 
saw the deceased sive an. 19.@7,, and that death accurred at A’ 4M, fram causes and an the dote stated abave. 
220. SIGNATURE « i “j an € ATTENDING MEO. aa 22b. OAYE SIGNED 
Whi piri y ad Foo wo_ ows FR prcoe O ps DY 4/o¢/e 7 
‘2c. PHYSICIAN'S 22d. ADORESS 
NAME(Type) MARTIN ROTHSTEIN, M. D. 48 BROADWAY, FROSTBURG, MD, 
Bo. BURIAL, Gi Bb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 
L (Speci 
BuRtAE Or) | APR. 6, 1967 | LAUREL BIL da MARYLAND 


24, FUNERAL OIRECTOR AODRESS 280. REC'D BY REGISTRAR ‘25b. REGISTRAR'S a fey ¥ 
JOSEPH R, DURST, SR., FROSTBURG, MD. ote KPR 1.0 1997 fCoorls dete 


=! 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04472 CERTIFICATE OF DEATH 04474 


, or remaval, 


igned by the attending physician a 


e 3 should be detached far use as the burial-transit p 
d with the State Dept. af Health priar ta burial, cremation, 


ele 


directar, 
hauld b 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 
$ 


Page 4 may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


x 
88 


AIS (4 
Mi 


& B 1. poe or Cente 2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admissian) 
ss a. COUN’ a. STAT ; b. COUNT 
5-5 ALLEGANY MARYLAND WEST VIRGINIA WAmMesti ie 
2 3s b. CITY OR TOWN (If autside carparate limits, c. LENGTH OF STAY IN Tb CITY OR TOWN (If autside carparate limits, write RURAL and give nearest town) 
fe | tuMmeetane oH 
a8 R REENSPRING IS 
WS KS d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS Pate a 
g 
Bee MEMORIAL HOSPITAL vs D0 
eae 3. NAME OF First Middle lost 4. DATE Month Day Year 
>S'‘5 
6 Feeeenont) BALY LO y FISHEL peat ~=APR 
e 2 i S. SEX 6 COLOR OR RACE | 7. MARRIED [~} NEVER MARRIED [X]] 8 DATE OF BIRTH 9 rie pen 1a 23 1 Tue FUNDER 24 ARS. 
ast Dit 1a janths ays: x 

REY MALE WHITE wioowen [) vworcto [1] 4-10-1967 a Cece Me 9 6 
sec 10 USUAL occuPiTiOn [Give kind af ny dane T0b. KIND u BUSINESS OR 11. BIRTHPLACE (Caunty & State, ar fareign cauntry) 12. ZEN OF WHAT 

25 luring mast af warking life, even if retire INDUSTRY 

ge CUMBERLAND, MD 

a. 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

i= 7 

= ROGER K. FISHEL JUDY C, CARTER 

€ 

o 


is. aro IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, na, ar unknawn) |(If yes give war or dates af service} _MEMOR | | AL AL_HOSP Pp LTA) -COBS EM TAL- CUMBE REY AN dD, MD. 


18. CAUSE OF DEATH (Enter anly ane cause per lipé far (a), (b), and (¢ eee INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: \ _) ONSET AND DEATH 
voz xc MEDIATE CSE (0) WN MAW 


DUETO 
Canditians, if any, which gave (o) at 
rise ta immediate cause (a), 


stating the underlying cause DUE To 

Le @ 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a) 19. per eal 
yes [1] 


‘20a. ACCIDENT WAS LINDERLYING 
OR CONTRIBUTING C) CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 
Haur a.m. ies 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port Il af item 18.) 


20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, 20t. (City ar tawn) (County) (State) 
While Nat White factary, street, affice bldg., etc.) 
at wark O at wark O 


MEDICAL CERTIFICATION 


2.1 any that i (this aidelf Cut the ies fram 9___, that (I) (we) last 
saw the deceaséd alive /a ____, and that death accurred FOO OOH, Rortheuses and. an Aer date stated abave. 
Zo. SIGNATURE AY aon fair ae 226. DATE SIGNED 
«\ D. (A precror ows, OC] 4-/4-G7 
2c. PHYSICIAN'S TRE ADDRESS 
NAME (Type) DR. A, “d icv ALGONQUIN caret Saad fol 
23a. BUR CREMATION he DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City ar Tawn) (Caunty) (State) 
eel? ae se MOREL HOSPITEL — Miuwe Re yall DULCE Y MARILL, 


24, FUNERA | asl APR LT BY 7 196 ‘2Sb._ REG|STRAR'S SIGNATUR! 
of v fi Morley Sete ae 


VZRVTA 


HEALTH, DEPT. 


ce 


the State Department 


al 
31 
M3. Page 5 mai 


If. any del: 
T)2, and 


4 


of Health or its designated agent, prior to burial, cremation, or removal, and in any event within 72 hours after death. 


ges 


sy 


24 hours after d 
in Item 18. G 


in pen 


MINER: This certificate should be executed withi 
should be forwarded to the Chief Medical Examiner's Office along 


me certificate, writing the word Rare 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burlal-transit permit. File pages 1 an 


Please execute 
director. Page 4 


TO DEPUTY MEI 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


04473 MEDICAL EXAMINER'S CERTIFICATE OF DEATH  [)44'75 


3 rae DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a, STATE Maryland b. “oN egany 


MARYLAND 


b. CITY OR TOWN (if outside’ aor rate limits, c, LENGTH OF STAY IN 1b |) c. CITY OR TOWN (If outside corporete limits, write RURAL and glve nearest town) 
write RURAL and give nearest town) 
dq Years Cumberland Qt 
d, NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS: e Pa Teds 
943 Gay Street 943 Gay Street yes(] nol) 
. NAME OF Fl i 
piece Irst Middle Last 4 Bare Month Day Year 

Ciyngioriorint) Lewis David Folmer La ril 21 19 67 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED [] | & DATE OF BIRTH 9.” AGE (th, yeors [FUNDER 1 YEAR|IF UNDER 24 HRS, 
last birthday) (Months | Days | Hours Min. 

Male White WIDOWED X ] piorced ["] | 10/13/1887 yrs. 


11, BIRTHPLACE (State or forelgn country) 


12, CITIZEN OF WHAT 
COUNTRY? 
West Virginia ch a 
14, MOTHER'S MAIDEN NAME 
CATHERINE (LAST NAME UNKNOWN) 


during most of working life, even If retired) 


Retired Construction 
13. FATHER'S NAME 


10a. USUAL OCCUPATION (a kind of work mt 10b. Wey eee OR 


Norker 


PETE FOLMER 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) eee ee Md 
-05— r 
18. CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), end (c).] INTERVAL eee 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e) CORONARY OCCLUSION 
if DUE To F 
Conditions, If any, which (b) CORONARY SCLEROSIS - 


gave rise to Immediate 
cause (e), stating the DUE TO 


underlying ceuse last. (c). 
& | PARTI). OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED TD THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(@) | 19. WAS AUTOPSY 
Ss 
Fy Yes [7] NO pe 
= 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part II of Item 18.) 
5 PRIMARY [} or CONTRIBUTING () 
6 | CAUSE OF DEATH. 
z 2Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 2Df. (Clty or town) (County) (State) 
8 Hour a.m, while Not While factory, street, office bldg., etc.) 
= m. 19 at work at work 


21. | certify that | took charge of the remains described above, held an Autopsy [_], _ Inspection KK], Inquiry (X), and in my opinion 
death resulted from: Natural causes [XJ], » Accident [_], Suicide (_}, Homicide [_], Undetermined manner [_] 
4 5) CHIEF MEDICAL EXAMINER [_] 


STaNATUR N.o, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
EXAMINER'S DEPUTY MeDicat EXAMINER [¥] April 21, 1967 
NAME (Type) Benedict Ski tarelic Address (Street, city, town, or county Gumber land 


23¢. NAME OF CEMETERY OR CREMATORY 


23a, ReMOHA ect | 23d. DATE THEREOF 23d. LOCATION (City, town or county) (State) 


REMOVAL (Specify) 
4 4/24/1967 erland Md 
aS SIGNATURE 


Zion Memorial Park ____| Near Cumberlai 
R ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNi 
TE GR Balto Ave., Cumberl dare APR 26 1967 f tg 
Md — 


feral —* 
id 2 
aft 
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ransit permit. Then please remove carbon papers. 
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director, page 3 should be detached for use as the bur: 
should be filed with the State Dept. of Health prior to burial 
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VR AIS (4) 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH Oe: 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


O44TE CERTIFICATE OF DEATH 04476 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. INTY 
em ALLEGANY wean || “°“ marvtAND —”°**P ALLEGANY 


b. CITY OR TOWN (if outside pe erate limits, c, LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (if Outside corporate limits, Write RURAL and give nearest town) 
write RURAL and give nearest town) 


CumberLand. Cumbentand, Rt, # 1 


d. NAME OF HOSPITAL DR ‘INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. ie eles 


Memorial Hosp. Upper Homewood Addition ves] nok] 


NAME DF First Middl La 4. DATE Month Day Year 
DECEASED ae i 4 


(Type or print) ; Fulk DEATH Aprik 28, 19 67 


Pa ila eT AAZACN 
5, SEX 6. COLOR OR RACE | 7, MARRIED [J NEVER MARRIED[]| & DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR [IF UNDER 24HRS, 


last birthday) oe Days | Hours Min. 


Male. White wioowep[] __pwvorceo[}| March 25, 1906 61 ts. 


10a. USUAL OCCUPATION eis Kind of workdone| 1Db. KIND OF BUSINESS OR LL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTR COUNTRY? 


Radio Dispatcher _|St. Roads Comn, | Harrisonburg, Va. ng ae 


13. FATHER’S NAME 14, MOTHER’S MAIDEN NAME 


John R, Futk, Emma L, VanPett, 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


oe i ugk aw 22090165295 Ms, Sytvia Fuith Rt. #4 Cumber£and, Md. 


cremation, or removal, and in any event, within 72 hou 


18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: > ONSET AND DEATH 
IMMEDIATE CAUSE (a). 
SOet 


d DUE TO ~ — 
Conditions, If any, which Ai j Q, As gelibeee i > 7c 
gave rise to Immediate 
cause (a), stating the DUE TO 


underlying cause last. (ce) 


PART li, OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART1(a) |19. Meat 


Yes [[] No } 


2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Ii of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |2De. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 
Hour a.m, While Not While factory, street, office bidg., etc.) 


p.m. at work O at work (Pl 


21, I certlfy that (1) (this hospital) atjended the deceased from 192, to. 19_6:% that (1) (we) last 
saw the deceased alive on 19.42, and that death occurred at¢z./M, from the causes and on the date stated above. 


22a. SIGNATURE 


22b. DATE SIGNED 
, ATTENDING MED. STAFF / 
: M.D. PHYS. __pirector [-] Pays. uj24 42 
226. PHYSICIAN'S 22d. ADDRESS 


.D. 
Hale PS WikLiam Py Tames, WeD, |"447-N, Centre St, Cumbertand, Md. 


MEDICAL CERTIFICATION 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME DF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
REMOVAL (Specify) 


Bursar 5/1/67 Greenville, Com. Pocahontas, Somerset, Penna. 


24. FUNERAL DIRECTOR ADDRESS: 25a. REC'D BY REGISTRAR| 25b. REGISTRAR'S SIGNATURE 


H, Wayne George Cumberland, Maryland 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04495 MEDICAL EXAMINER’S CERTIFICATE OF DEATH Z SVT 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admissian) 
a. COUNTY 0. STATE b. COUNTY 


Allegany MARYLAND Maryland Allegany 
b. CITY OR TOWN (IF outside play limits, c. LENGTH OF STAY IN Ib «. CITY OR TOWN (!f autside carparate limits, write RURAL ond give nearest tawn) 


write RURAL and ba nearest tawn) 


Cumber land ‘5 days Cumberland 


Hin 72 haurs after death 
MH 
33 


n Item 18. Give Pages 1, 2, 


the funeral director. Page 4 shauld be farwarded to the Chief Medical Examiner's Office a 


5 may be retained far yaur files. 


TO FUNERAL DIRECTOR 


Health ar its desi 
MS 


-transit permit. File pages 1 nde wit the State Depart 


Page 3 shauld be used as a burial: 
ignated agent, priar ta burial, crematian, ar remaval, and in any ev 


necessary, please execute the certificate, writing the ward “pending” in pen 


0) 


VR AISME (5) 
6M 1/66 


aL: 
d, NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS e: ia ES 


Sacred Heart Hospital 422 Columbia Street v5 ‘o ‘NO fe 


3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED | A ‘ OF 
(ype or pin) Sidney __Herath DAM ___ Apri "6 


5. SEX 6. COLOR OR RACE | 7. MARRIED NEVER MARRIED [X] ] & DATE OF BIRTH © AGE (In yeors [_IFUNDERT YEAR| IF UNDER 34 HRS. 
0 last birthday) [Manths | Days Min, 


Male White wipowep [7] pivorceD [J] Jy‘: 0.1988 8 vs. 


10a, USUAL OCCUPATION ne kind af wark dane 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 


Employee» McIntyre Market Cumberland, Maryland 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Walter W. Herath Melba McClellan 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? a e SOCIAL SECURITY NO. 17, INFORMANT Address), 09 Columbia St 


(Yes, na, arunknawn) [{If yes give war ar dates af service! 
lo 21-52-1663 _| Walter 


18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED. BY d * NS ATH 
IMMEDIATE CAUSE (0 Maceration of Brain 8 day? 


25S DUE TO 
Canditians, it any, which gave (Auto Accident) 5 days 
fise to immediate cause (a), 
stating the underlying couse 
i a 
PART I!. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19 weeeas 


vs [] no 1) 


‘200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part II of item 18.) 
PRIMARY '5@ or CONTRIBUTING CI] he i : 
CAUSE OF DEATH. Driver in 9ne car accident 
20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED * 20e. PLACE OF INJURY (Hame, farm, 20f. (City ar tawn) (Caunty) (State) 
iter While Nat While factory, street, affice bldg., etc.) 
: om. Apri] 199 67 | atwark LJ atwark db cll ie hE Cumberland, Allegany ,Md. 


21. 1 certify that | tack charge af the remains suc Ie abave, held an Autopsy BJ, Inspection x J, Inquiry i. and in my opinion 
death resulted fram: Natural causes (_], Accident (XJ, Suicide 1], Homicide [], Undetermined manner [_] 
- U CHIEF MEDICAL EXAMINER [_] 
ACTUAL 
SIGNATU .p, ASSISTANT MEDICAL EXAMINER [_] 


EXAMINER'S Z é : DEPUTY MEDICAL EXAMINER X} April 24, 1967 
NAME (Type) RK Benedict Skitarelic, M.D. Address (Street, city, town, ar county) 


MEDICAL CERTIFICATION 


22. DATE SIGNED 


3a. BURIAL, CREMATION, ‘23b. DATE THEREOF ‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 


Burial” |y/27/67 Hillcrest Burial Park | Cumberland Allegany Maryland 


24. FUNERAL DIRECTOR ADDRESS i= REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
H, Lee Silcox Cumbe Maryland 02. pall . 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04476 — CERTIFICATE OF DEATH 
1 bee Re DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 
E abuses 2 mea | °™ MARYLAND °°” ALLEGANY 
b. any OR TOWN (If autside corparate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL and give neorest town) 
COMBE RAND ©” 8 DAYS CUMBERLAND yy 


d. NAME OF HOSPITAL OR INSTITUTION (If not in haspitol, give street address) d. STREET ADDRESS 2. TS RESIDENCE 
MEMORIAL HOSPITAL RT. #3, BEOFORD RO. | us] we 
AB Rares er First Middle Lost 4. DATE Month Day Year 
oom MARY ELLEN HOFFMEISTER OF. APRIL 21. 96 
[ 5. SEX 6 COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE (In yeors IFUNDER 24 HRS. 
FEMALE WH 1 TE Men os piven o 9-26- 1 891 78 jirthday) Manths | Days | Hours |] Min. 


yrs. 


100. USUAL OCCUPATION (Give kind of wark done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or fareign cauntry) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY. 


fs C ? 
Retired Textile MAGNE Lonaconing,Ma une. A. 


T3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
THOMAS J. ROWAN MARY POWERS 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


(Yes, na, orunknawn) {If yes give war or dates af service)} MEMORTAL HOSPI TAL- CUMBERLAND MD. 


18. CAUSE OF DEATH (Enter only ane cause per line for (0), (b), and {¢).) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ‘ ‘ ONSET AND DEATH 
vy IMMEDIATE CAUSE (0) 
DUE TO 
Conditions, if any, which gave (b) { Uae ‘ ( y , | 
fise to immediote couse (0), 


stating the underlying cause BHETS 


lost. i) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) [' WAS AUTOPSY 


{ 
¥ 


=) - 


cremation, or removal, ond in any event,;-within 72 hours after deoth. 


lease remove corbon popers. Poges 


physician and completely filled in by th 


en pl 


th 


transit permit. 
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PERFORMED? 


yes} No () 


‘200. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 0c. PLACE OF INJURY (Hame, form, ] 208 (City or town) (County) (Stote) 
Hour a.m. while Not While factory, street, office bldg., etc.) 
p.m. 19 at wark O at wark oO 


21. I certify that (I) (this haspital) attended the deceased fram__ka/ A pl X é 0, Anes. | , 19 MZ, that (1) (we) last 
saw the deceased alive an__4¢~> @# _19. &7., ond that death accurred Ps k qt Fm Vbeses and on the date stated abave. 


Hla, SIGNATURE : Sai a on 226. DATE SIGNED 
Lacwleds 7 }, MD. PHYS. a—orecror O ows O 4| x4 ler 


Hic. PAYSIOAN'S 72d, ADDRESS = 
NaME (Type) DR. WILLIAM P, [AMES 441 N. CENTRE ST., CUMBERLAND, — 
7a BURIAL CREMATION, | Pb. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY Td LOCATION (Cty or Town) (County) (State) 
"Bape! apr.24,1967 | St.Mary's Cemeter Lonaconing Md.Allegany 
a5 \ 74, FUNERAL DIRECTOR ADDRESS 250, RECD BY REGISTRAR | 25. REGISTRAR'S SIGNATURE 
eae v James F. Scarpelli, Cumberland, Ma. 


MEDICAL CERTIFICATION 


e 3 should be detoched for use as the buri 
d with the Stote Dept. of Health prior to buri 


e 


i 


Poge 4 may be retained by the hospital or oftending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the ottendi 


should be fi 


TO HOSPITAL OR ATTENDING PHYSICIAN. 
director, pa 
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5 may be retoined for your files. 
TO FUNERAL DIRECTOR: Poge 3 should be used os a buriol-tronsit permit. File pages Tand2 wjth 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04477 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


|, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived, if institution: Residence before admission} 
0. COUNTY o. STATE b. COUNTY 

ALLEGA MARYLAND MARYLAND 

b. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


write RURAL @ negrest town) 
CUMS STARA 19 YEARS CUMBERLAND ay. 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS. e. IS RESIDENC 


DOA SACRED HEART HOSPITAL 722 N. CENTRE STREET iS) woe 


3. NAME OF First Middle Tost 7. DATE Month Doy Year 
\ECEASED OF 
Type or print) STEPHEN HUTSKO peatH = APRIL 26 9 67 


S. SEX 6. COLOR OR RACE 7. MARRIED fH NEVER MARRIED [_] | 8. DATE OF BIRTH 9 fe ie pats TF UNDER 1 YEAR_J IF UNDER 24 HRS. 
lost Di 


doy) Doys Min, 
MA WHITE winoweo [] _oworcto (]| DEC. 25,1896 7O___¥s. 
100. USUAL OCCUPATION (Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
during NERY SC even if retired) INDUSTRY COUNTRY? 
one 


sUNNER ART ORP A RIA JSA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


JNKNO UNKNOWN 
TS. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown) |{If yes give wor or dotes of service)} 


923 TO 1946 |167 24 3890 MRS. MARY HUTSKO, CUMBERLAND, MD. 
18. CAUSE OF DEATH (rer only one couse per ine fr), (ond (3) INTERVAL BETWEEN 
\ AUSED BY: 
IMMEDIATE CAUSE (0) Crushed Skull suddan 
G7EX DUE TO f ‘ : 
Conditions, if ony, which gove 6 (Sustained in Fall from Bridge) 
tise to immediote couse (o}, UE TO 
stoting the underlying couse ki 
Cie a vag: @ 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0} 19. ae 


ves (] 80 fy] 


ibs e Deportme 


200. EXTERNAL CAUSE WAS ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
PRIMAR $X_Xor CONTRIBUTING C) 


CAUSE OF DEATH. Jumped: SegiBr i 

Wc. TIME OF INJURY Month, Doy, Yeor Ta. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ] 20% (City or town) (County) (Sore) 
Hour Se 4 While — Not While reet, office bldg, etc.) 

9:00 Fm April 26 76] otwokl) orwok Be idge Cumberland, Alles, Md 


21. | certify thot | took chorge of the remains described obove, held on Autopsy [_], Inspection [x], Inquiry [3{. ond in my opinion 
death resulted fram: — Notural causes [_], Accident [_], Suicide [5, Hamicide [_], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER 
ACTUAL : << 4 
SIGNATURE mp. ASSISTANT MEDICAL EXAMINER [_] 
EXAMINER Deputy weDical exaMINER [XK April 26, 1967 
NAME (Type) Benedict Skit sarel ics M.D. Address (Street, city, town, or county 
Bo. BURIAL, gone Bb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Bd. LOCATION (City or Town) (County) (Store) 
REMOVAL (Speci 
} MAY 1, 1967 | ARLINGTON NATIONAL C 
24, FUNERAL DIRECTOR ADDRESS 


MEDICAL CERTIFICATION 


22. DATE SIGNED 


Health prior to buriol, cremation, or removal, and in any event within 72 hours ofter deoth. 


rt 2S0. RECD BY REGISTRAR 2Sb. REGISTRAR'S SIGNATUR 
Ve AIBME (8) BYRON KIGHT CUMBERLAND, MD. ome APR 2.8 1987 flora s Neige 


TO HOSPITAL OR ATTENDING PHYSICIAN 


@\n by the fu 
. Pages 


Thon please remave cafb 


, crematian, or re maval, and in any event) 


The law requires that the death certificate be executed within 24 haurs after death. 


Page 4 may be retained by the haspital ar attending physician. 


After this certificate has been signed by the attending physician and campletgly 


e 3 shauld be detached far use as the burial-transit permit. 


ee be fied with the State Dept. af Health priar ta burial 


TO FUNERAL DIRECTOR: 


directar, pat 


RBs 
3s 
=> 


ae 


ithin 77 haurs afte’ 


ah 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATIST CA RESEARCH mae ae ? ib BW. PR PRESTON STREET, BALTIMORE, MARYLAND 21201 


OF “DEATH 


2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before pln) / 
0. STATE b. COUNTY 
MARYLAND WEST VIRGINIA 


¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corparate limits, write RURAL ond give nearest town) 


04478 
1. PLACE OF DEAT 
0 COTY ALLEGANY 


b. CITY OR TOWN (If outside corporate limits, 
write RURAL and give nearest town) 


MBERIL AND 69 DAYS WILEY FORD Fat; 
T_NAME OF HOSPITAL OR INSTITUTION {IF nat in hospital, give street oddress) TSIREET ADDRESS = BRST 
MEMORIAL HOSPITAL YES ce NO 
3, NAME OF Fist Mile Tost 7. DATE Month Day 
ips pit KELLER H. JOHNSON DEATH APRIL 6 9 67 
3, SEK TGOLOR OR RACE | 7. MARRIED [] NEVER MARRIED [-]] 8 DATE OF BIRTH TAGE gee TERE TYE NDE HS 
MALE WHITE wioowen DX pivorceo J] 6-29-81 ue ea 
To, a OCCUPATION (ve Knd af wrk done Tob: KIND OF BUSINES OF TI. BIRTHPLACE (County & State, ar foreign country) TE RNR OF WHAT 
}OS! OT wot fe, even if retirs 
Her eg arpenter seit Employed Cherry Run, WEST VIRGINIA Uk Sie A. 
75. FATHERS NAME 74. MOTHER'S MAIDEN NAME 
HARRISON JOHNSON LOUY//EU/VZKBE/VH/ Eliza Louge 
T5_ WASDECEKSED VER NUS ARMED FORCES? TT SOCAL SECURITY WO. | 17 INFORMANT dress 
em nown) {(If yes give war or dates of service] 220-10-142hA MEMOR | AL HOSPI TAL, CUMBERLAND, MD. 


INTERVAL BETWEEN 


1B. CAUSE OF DEATH (Enter only one cause per line or (9), {b}, and (0). CURT MIGIDeRTH 
AND DEA 


PART |. DEATH WAS CAUSED BY: 
3 IMMEDIATE CAUSE (a) 
% ‘ DUE TO 
Conditions, if ony, which gove () 
tise to immediate cause (a), DUE TO 
stating the underlying cause 
@ 


last. 
PART Il. OTHER IFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEQ TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a) 


19, WAS AUTOPSY 


S 6) aS. Se py PERFORMED? 
=) J > 
as 7 eee een a © BE ees 
& | 200. ACCIDENT WAS UNDERLYING] b.D SCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Port Ii af item 1B.) 
& | OR CONTRIBUTING C) CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, | 20% (City or town) (County) (Grote) 
s foun om, ee) Nera foctory, street, office bldg., etc. 
at wo) work 
ayes ro from 6205 PM, “~Lere that (I) (We) last 


Ze that 7 i accurred at M, from causds and on the do fe Stated abave. 


44 caatvard a ae eR ands MD. 


ee! BURIAL, oo Tab, DATE THEREOF AC Waite OF CENETERY OR CREMATORY Fd. LOCATION (City or Town) (County) 
ect 
EH 4-9-67 Mt. Olivet Cemeter Near Sideling Hancock 


24, FUNERAL DIRECTOR 5S 25a. RECD BY REGISTRAR 5b. Het aR SIGHTURE 
dame awe Scarpelli Cumberland, Md. 
2 past OG 


2. PH 
NAME ai 4 


(State) 


MARYLAND STATE DEPARTMENT OF HEALTH 


S. SEX MALE 6. COEPR ACE 7. MARRIED (ta NEVER woah gE be 1899 9. ts gan 
ys. 


Months | Doys Min. 


] Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 
FOR STATE 94679 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 0448] 

HEALTH . [1 PLACE OF DEATH = 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
iS (e o. COUNTY ALLEGANY asta 0. STATE. MARY LAND b. COUNTY ALLEGANY 
ge oS CITY OR TOWN [if outside corporate limits, C LENGTH OF STAY IN Ib || c CITY OR TOWN (If outside corporate limits, wiite RURAL ond give neorest town) 
€ ta Wik BEREORIPCEMBst town) WESTERNPORT Ory 
Ca So NS DE HCRSUM BE MSTTUTION (ot hospi ive see! odes) © SIREET ADDRESS oy RESIDENCE 
- Bo oh Vee. ON_A FARM? 
% 23 Ce. PHILOS Ave,. we CF) 08) 
s om 3. NAME OF First Middle Lost 4. DATE Month Doy ‘Year 
[= BS) | peese,, BERNARD ALOYSIUS KENNY Om APRILZ 27. 167 
o & TF UNDER 24 HRS. 
§ 


This certificote should be executed within 24 hours after death @.., is 


necessory, please execute the certificate, writing the word “pending” in peni 


TO DEPUTY e. EXAMINER 


= 
se wipoweD [J DIVORC 
gs Too. USUAL OCCUPATION (Give kindof work done T0b. KIND OF BUSINESS OR TT. BIRTHPLACE (Stote or foreign country) Te: OTE OF WHAT 
z h id of 
2S |S muwastaytra te cent d8iBlery West Virginia Wea. 
S :' 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
22 John. Kenny Mary Brophy 
zo i HASDE Sav EWS ARMED FORCES? 16. SOCIAL SECURITY NO 17. INFORMANT ‘Address 
== fes, no, or unknown) {(If yes give wor or dotes of service! a 
Es no: 21680748454 theresa Murphy Luke, Mae 
anf 1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond ().) INTERVAL BETWEEN 
af PART |. DEATH WAS CAUSED BY: 
gs 49 IMMEDIATE CAUSE (0) CORONARY OCC 
Bee 4 DuE TO 
Conditions, if ony, which gove (b) = 
tise to immediote couse {o), DUE 
stoting the underlying couse ME Te 
lost. aan @ 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 


19. WAS AUTOPSY 
PERFORMED? 
ves C] No OY 


Page 3 should be used os o buri 


ACTUAL / 


NAME (Type) 


qe 


20f. {City or town) 


z 
ale 
ris 
2 | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
& | PRIMARY Cor CONTRIBUTING C1 
2 CAUSE OF DEATH. 
S 0c. Teer INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 
8 jour -o.m While -— Not While foctory, street, office bldg,, etc.) 
r m 19 at work £1 otwork C1 


Undetermined manner 


(County) {Stote) 


21. | certify that | tack charge af the remains described abave, held an Autapsy (_], Inspection XJ, Inquiry &]. and in my apinian 
death resulted fram: Natural causes [XX], Accident [1], Suicide (J, Homicide (1), 
CHIEF MEDICAL EXAMINER [(] 

SIGNATURE mp, ASSISTANT MEDICAL EXAMINER [_] 


Ene perury weoicar examiner K) April 27, 1967 
BENEDICT SKITARELIC, M.D, ___ Address (street, city, town, or county 


22. DATE SIGNED 


the funeral director. Poge 4 should be forwarded to the Chief Medicol Examiner's Office along with form PM3. Poge 


5 moy be retained for your files. 
Heolth or its designated ogent, prior to buriol, cremoti 


TO FUNERAL DIRECTOR 


230. BURIAL, CREMATION, | 23b. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 


BAFMp YR Srest) 5/1/67 St. Poters Cen,. 


23d. LOCATION (City or Town) 


We sternpo: 


(County) (Stote) 
Md, 


24. FUBERAL DIRI i. ADDRESS 
deh” BT) Bynl Westernport, Ma. 


250. 
DAT! 


MAY" tg él 2Sb. 


Pa 
AR’ 


ers. Pages 1 and 2 
72 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after dea 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ca 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complete 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE t, MARYLAND 


CERTIFICATE OF DEATH Q4A4AQP 
1, PLACE OF OEATH 2, USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 
-ALLEGANY maryland || WEST VIRGINIA MINERAL 
. Cl R TOWN (if outside cor, poe limits, ¢. LENGTH OF STAY IN 1b j{ c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town: 
CUMBERLAND, 1 DAY RIDGELEY 7 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS e. Bi eeatre 
SACRED HEART HOSPITAL 9 CARPENTER AVE, ves] nol 
3. NAME OF First Middle Last 4. DATE Month Oay Year 
OECEASEO OF 
(Type or print) FLOYD CLARENCE KERNS = ou 9? 1967 
5. SEX 6. COLOR OR RACE | 7, maRRIEO (X] NEVER MARRIEO[-] | 8: DATE OF BIRTH 9. 2 aH Kan IF UNGER 1 YEAR |IF UNOER 24 HRS. 
f MALE WHITE Wioswed oO ivorcea Oo | 1/05/93 B a Months | Days | Hours | Min. 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KINO OF BUSINESS OR TE. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during - of working life, even if retired) INOUSTRY COUNTRY? 
anpenter Textile Pkant PAW PAW, W. VA, U.S.A. 
13. “fae 'S NAME 14. MOTHER'S MAIDEN NAME 
JACOB Kerns AMICK, Margaret 
15. WAS DECEASED FYERINU S- ARMEOFORCES? 16. SOCIALSECURITYNO. | 17. INFDRMANT AddressT Catpentex Ave, 
YES" aa. tT” | 232-410-9180 | Hosp, RECORD Mrs. Pauline Kerns Ridgeley,W.V 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] TEN ee 
PART | DEATH WAS CAUSED SY: CEREBROVASCULARAPREK Aec Pont 


177% DUE TO 


Conditions, if any, which o)_C.A, OF PROSTATE 2 ys 
gave rise to immediate 

cause (a), stating the QUE TO 

underlying cause last, {c). 


S PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVENINPART 1(a) {19. wane rey 
= Sea; 

3 ves] no [X] 
= 

= | 20a. ACCIOENT WAS UNOERLYING 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part I or Part I! of Item 18.) 

§& | OR CONTRIBUTING (j CAUSE OF OEATI 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Gay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a Hour a.m. Whil factory, street, office bldg., etc.) 

4 ile Not While 

= M1. 19 at work at work 


21. I certlfy that (I) (this hospital) aftended the deceased from ,1942,to_ 7 72, 192, that (1) (we) last 
saw the deceased alive on. = 19-47, and that death occurred ate 4M, from the causes and on the date stated above. 


22a. SIGNATURE 22b. DATE SIGNEO 


i ATTENDING MED. 7A 
Bryne ow M.D. PHYS. ara Bikecror C] PHvs. ov LED 
22c. PHYSICIAN'S 22d. ADDRESS 


| __MNEGS DR, W. SPIGGLE 126 N. SMALLWOOD ST., CUMBERLAND, MD, 
23a. BURIAI eo 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or ti (State) 
. BB? cake VS | estlaun Memorial Gardens | LaVale, ALL 
ae FUNERAL lrorge ne ag ADDRESS 25a. REC'D BY REGISTRAR | 25d. REG AanY $ Md 
— __Cumbertand, Md, loAPR5 1967 


04483 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 


04483 


sow the deceosed alive on 
220. SIGNATURE 


i 


‘2c. PHYSICIAN'S 


/ NAME(TP®) MARTIN M. ROTHSTEIN. 


fe] 


230. BURIAL, CREMATION, 


i} ‘Bb. DATE THEREOF 
specify) 

Beat 4-19-6 
24. FUNERAL DIRECTOR 


JOSEPH R. DURST, SR., 


should be fi 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, pi 


3s 
zp 
ge 
sz 
Go 


TO HOSPITAL OR ATTENDING PHYSICIAN 


ADDRESS 
A 


19@7 , and that deoth occurred at 222M, from cabses ond | on the date stoted above. 


es ~“ 
S oe 2 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
~~ 2 ea 0. COUNTY 0. STATE b. COUNTY 
acs ALIEGANY MARYLAND MARYLAND ALLEGANY 
= - 3s b. CITY OR TOWN (If outside corporote limits, , LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town) 
Fyn og. ok write RURAL and give nearest tawn} 
s 3.3 FROS' BURG 7 WEEKS FROSTBURG, GL 
* = SA ca] CNAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS 2. RESIDENCE 
= = Bary 
= 125 \ MINERS HOSPITAL 84 WALNUT STREET ves L] NOXH 
fe Wate z 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
3 a3 . DECEASED _ OF 
Ss eee (Type or print) EDNA KNIERIEM piatH = APRIL 16th, $7 
£ Bae: [soe 6. COLOR - RACE | 7. MARRIED [_] NEVER MARRIED (_]| 8 DATE OF BIRTH 9 AGE foley TEUNDER | oe IF UNDE aes 
3 he lo oy) joys in 
a Hee rnc? MA Nad al ial 
aes s FEMALE WHI winowed [FX] pivorceo [] Y 15TH, 1886 a6 
‘eas A= Wo, USUAL OCCUPATION (Give So 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 2 amiga oF WHAT 
4a eis uring mo nif retire 
2 S82 ROSEN HAE on“ HOUSEWORK MARYLAND Us 
= yo 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= eee HOFFMAN LLEWELLYN MOLLY BERRY 
= £9 TS. WASDECEASED EVER INUS. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
3 ae = (Yes, no, or unknown) |(If yes give wor or dotes of service! 42 1282 uM TEM, _ 30 WALNUT ST..FR BUR “ 
= 2&2 os . KNIER s OSTBURG. 
2 é a2 18. CAUSE OF DEATH (Enter only one couse per ling, = ‘o}, (b), rie (9) A pa ae 
= £82 PART |, DEATH WAS CAUSED BY: A 
ee aS vn IMMEDIATE CAUSE (0) Yerouelae Pe Crd. id 
= aes V4IX DUE TO 
22 fee Conditions, if ony, which gove ) 
oe 225 tise to immediote couse (0), DUE TO 
& : 
2a ° stoting the underlying couse 
35 825 Dee ree 
ES £ es i> [a | PART IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQ DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) 19. Te 
ie 32 3 Leah lee vs L] No $y 
3 
3S LSz = | 200, ACCIDENT WAS UNDERLYING L) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Port ll of item 1B) 
sess ‘& | OR CONTRIBUTING Ci CAUSE OF DEATH a = 
= 2a S | (IF EITHER, NOTIFY MEDICAL EXAMINER) &-—~ 
fA 3 gs = Mc. TOF INJURY Month, Day, Yeor _} -20d. INJURY OCCURRED Be. poe OF atic Bde ey 20f. (City or town) {County) (Stote) 
@ bes] Jour o.m. — while Not While loctory, street, o ig; et. 5 
= se 3 a 2 se 9 ot work O ot work al zs S 
= =o 21. | certify that (I) (this hospital) attended the deceased fram. th VEZ, to LL Lao, \9&= 7 thot (I) (we) last 
o gs 
Soze 
Ty a= 
aoe 
2 oe 4 
> 2 
= 
= 
2 
& 
Sj 
Po 


Zc. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City or Town) 
F'BG, MEMORIAL PARK FROSTBURG 


FROSTBURG, MD. 


fue a ae 7b, DATESIGNED 
no. AM Ba Deere Os O] B/E /6 7 
724. ADDRESS 


BROADWAY, FROSTBURG, MD. 


(County) {Stote) 


MD. 


Sb. oy NATBRE 
etiam 


2S0. REC'D BY REGISTRAR 


oR 2-0 196 


TO HOSPITAL OR ATTENDING PHYSICIAN 


£ 
S 
3 
a 
3 
= 
= 
2 
5 
2 
2 
~ 
x 
= 
= 
> 
= 
a 
3 
x 
3 
® 
a 
z 
is 
s 
= 
° 
3 
n= 3 
@ 
£ 
s 
= 
sy 
s 
3 
= 
2 
Bj 
@ 
2 
= 


heal 
{ 


apers. Poges | 
within 72 haurs after 


Poge 4 moy be retained by the hospitat or attending physicion. 


arbon p 


-transit permit. Then pleose remove 


After this certificate has been signed by the attending physicion and completely filled in by the fi 


director, poge 3 should be detoched far use os the bi 


_ should be fied with the State Dept. of Heolth prior to buriol, cremotion, or removal, ond in on 


TO FUNERAL DIRECTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94482 CERTIFICATE OF DEATH 04484 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 


COUNTY AT LEGANY meu | °"MARYLAND » COUNTALLEGANY 


b. CITY OR TOWN (If outside carporate limits, c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 


me CUMBERLAND 1 DAY 5 HR. CUMBERLAND : 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS = e pas es 


MEMORIAL HOSPITAL 1123 BEOFORD STREET vs C] NOX) 


3. NAME OF First Middle last 4, DATE Month Day Year 


Fee piel WILLIAM Me KNIGHT DEATH APRIL 15 67 


S. SEX & COLOR OR RACE 7. MARRIED ‘al NEVER MARRIED [_] | B. DATE OF BIRTH 9. AGE (In yeors TFUNDER 1 YEAR | iF UNDER 24 HRS, 


MALE WHITE wioweo [_] vworcD F}| 9017"1910 ingyrrie) pette| Dae meen Min. 


100. USUAL OCCUPATION (Give kind af wark dane 10b. KIND OF BUSINESS OR IRTHPLACE (County & Stote, or forei 12. CITIZEN OF WHAT 
during mast of warking life, even if retired) INDUSTRY COUNTRY ? 
A 


- ry 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


K ANNA Fi 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT 
(Yes, no, orunknawn) |{If yes give war ar dates af service 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


DUE TO 


Conditions, if any, which gave 
tise to immediote couse (0), 
stating the underlying cause 
last pS 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a} io aoe 
yes] NO [} 


20a. ACCIDENT WAS UNDERLYING C) ‘2b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part f or Part II of item 1B.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


0c. TIME OF INJURY Manth, Day, Year 70d. INJURY OCCURRED We. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (State) 
Haur a.m. While Nat While factory, street, affice bldg., etc.) 
p.m. at work LJ “ot work CL) 


21. 1 certify that (I) (this hasnt attended, the deceased fram expe WAS 10 Pre TE 19 SF that (|) (we) lost 
saw the deceased alive on oad WZ, and that death accurred at.1 295i, iam causes and on the dote stated abave. 
7a. SIGNATURE : ae seo ae 7b. DATE SIGNED 
WZZZA Lei MD. _ PHYS aC otc Om O] %Y% Sf eZ 
Tic. PRYSICIAN'S 2d. ADDRESS 


NAME(TYPICLAY E, DURRETT, M.D. 6 VIRGINIA AVE.,CUMBERLAND, MD, 
230. BURIAL, CREMATI Bb. DATE THEREOF 2c. JNAME OF CEMETERY OR CREMATORY E 23d. LOCATION (Gty or Town) (County) jate} 
Kase | Yrie7 | downed Nome Perk | limderLod “Vay & 
24. FUNERAL RECTOR ADDRESS GIBFRA 25b. “AR'S SIGNATURE 
es es ee OO. || S06y” Pere ee, 


MEDICAL CERTIFICATION 


COO oO 

MARYLAND STATE DEPARTMENT OF HEALTH 

Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
06483 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


\ 
2. 
a 


HEALPH*DEPT. Fa. piace oF veata Z USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY ' a b. COUNTY 
BES HE gany. Cumberland MARYLAND Wary. and Allegany 
|e hae =] b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b |, c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
ena ° write RURAL and give nearest town) 
Z58 3 
‘o” 685 14/67 Cumberland Md. COL 
@: = d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS e. PRE 
ee 
= of 
Boe g A 1 Y.M.C.A. ves) no F] 
oz . NAME OF First . DATE 
Sas =, DECEASED Irs Middle Last | 4. pal Month Day Year 
Bie y Nk peor pric) Lamarco DeTH April 20. 167 
pee 24 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED] | & DATE OF BIRTH 9. AGE (lh years [TF UNDER YEAR]IF UNDER 24 HRS. 
72 E = last birthdey) [Months | Days | Hours | Min. 
sar te" Male ¥hite WIDOWED {J DIVORCED [_} 18 87. yrs. | 
os + 10a. AL OCCUPATION (Give kind of work done | 10b. KiND OF BUSINESS OR ll. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
ee zB during most of working life, even If retired) INDUSTRY COUNTRY? 
£5 net Ital: UsS Ae 
os 5 : as 14. MOTHER'S MAIDEN NAME 
¢ = 
5 2 
25 3 Micce Lamarco Antonette Colla 
Ss 5S TALS a ea reso sg 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
cS : om aye Allegeny County Infirmary Records. 
3 No Cuber lena Md. _P.0, 599: 
S. 5 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).] Ta eee 
PART |, DEATH WAS CAUSED BY: 
= 8 ; IMMEDIATE CAUSE (0) Pulmonary Edema, Hydrothorax 
s say DUE TO 
s Conditions, ff eny, which () Cor Pulmonale 
& gave rise to Immediate 
= cause (a), stating the OUE TO 


underlying cause lest. to) Emphysema, Coronary Sclerosis oe 


ing the word ‘pending: 
4 should be forwarded to the Chief Medical Examiner's Office along wil 


MINER: This certificate should be executed withi 


TO FUNERAL DIRECTOR: Page 3 should be used as a burlal-transit permit. File pages 1 and 2 with the State Department 


s 
5 & | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART (a) 19. WAS AUTOPSY 
is Sn birt, SR 
2 ‘(8 Termainal Bronchopneumonia ves K]_ Not) 
3 & |208. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part Il of Item 18.) 
P= 2 i | PRIMARY [1] or CONTRIBUTING () 
' 6 6 | CAUSE OF DEATH. 
<< 
4 = & | 20c. TIME OF INJURY Month, Day, Year ) 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm.) 20f. (City or town) (County) (State) 
£ = rat Hour While Not While factory, street, office bid 
& S by et work] at work [1] 
S e z 21. | certify that | took charge of the remains described above, held an Autopsy ZY. Inspection K). inquiry &X), and In my opinion 
28s Se death resulted from: Natural causes [K}, Accident [ ], Suicide [_], Homicide [_], Undetermined manner [_] 
Bt Ss it ‘ 7 iv CHIEF MEDICAL EXAMINER [_] 
fess eth ig ASSISTANT MEDICAL EXAMINER [7] 22, DATE SIGNED 
Beeoo. SIGNATUR M.D. 
oo80 7 ey 
esos Pascnine DEPUTY MEDICAL EXAMINER [X] April 29, 1967 
> e252 3 i NAME (Type) Benedict Skitarelic, M.D. Address (Street, city, town, or countyyoumberLand , Md. 
HESs b= 23a. Ea AS 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
== er pecify) 
2 eee ’ bf22/67 Hillcrest Burial Park Cumberland Md. 
(\\\ [24 FUNERAL DIRECTOR ADDRESS ~ 258. REC'D BY REGISTRAR | 25D. REGISTRAR’S SIGNATURE 
VR AISME (5) Louis Stein, Cumberland, Md. 21502 | 


SMioMies ~ WC 2 ——___ p09 F-41967 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


8448 CERTIFICATE OF DEATH 04425 


rh. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
0. COUNTY a. STATE b. COUNTY 


ALLEGANY’ MARYLAND MARYLAND ALLEGANY 


b. CITY OR TOWN (If outside corparate limits, | c LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside carparate limits, write RURAL and give nearest tawn} 


dea 


write RURAL and give nearest town’ 
LOWACOWING FROSTBURG 


&. NAME OF HOSPITAL OR a0 {If nat in hospital, give street oddress) & STREET ADDRESS = RRSTENE 
KYLE NURSING HOME 52 WEST COLLEGE AVE. | 0 


3. NAME OF First Middle Last | 4. DATE Month 


papers. Pages 1 and 2 


and in any-event, within 72 haurs aff 


DECEAS OF 
peatH APRIL 


ED 
aici ELMER _ LAMPHER 


SEX 6 COLOR OR RACE 7. MARRIED ‘VER MARRIED 8. DATE OF BIRTH 9. AGE (In yeors 
i Bees. O frieear 


/MALE WHITE wioowed J] oivoreo EF} AUG. 25.18 es 


1Da. USUAL OCCUPATION (Give kind of work done 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country} 12. CITIZEN OF WHAT 


“WNT SER" paB Sr cHurcn | VOLUNTOWN, CONN. BTA. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


GEORGE H. LAMPHERE ANNIE K. HINKLEY 


1S. WAS DECEASED EVER IN U.S. ARMED FORCE 16. SOCIAL SECURITY NO. 17. INFORMANT 
(Yes,na, ar unknawn) |(If yes give war ar dates af service’ FROSTBURG MD. 


No 220-'=6288| MR. OLIVER SIMONS,72 8. WATER STREET 


18 CAUSE OF DEATH (Enter anly ane cause per line i (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a) ui 


lease remave carban 


P 


, cremation, ar remava' 


igned by the attending physician and campletely filled in by the funera 
-transit permit. Then 


Conditions, if any, which gave 
tise ta immediate couse (0), 
stating the underlying couse 
“Mesh a 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) VW. Sa 


ves} No 


= 
o 
3 
3 
oS 
me 
5 
5 
=] 
2 
= 
= 
B= 
= 
Es 
n=] 
= 
2 
3 
g 
Fs 
© 
a 
= 
S 
$s 
€ 
5 
8 
3 
© 
£ 
3 
= 
5 
2 
3 
= 
& 
Fa 
= 
© 
2£ 
= 


‘2Do. ACCIDENT WAS UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | ar Part Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20. Hate OF INJURY Month, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, 201. — (City oF town) (County) (Stote) 
Hour a.m. While Nat While factary, street, office bldg., etc.) 
9 ot work oO at work Oo 


al renttty that (I) (this hospital) attended y deceased rami dele, to Opa 7, 1967, thot (I) (we) lost 
sow the deceased alive an S196), = that death accurred at M, fram) causes and an the date stated abave. 
Za. SIGNATURES aa traone rn ue 2b. DATE SIGNED 
(2¥ PHYS. O_oector O pas. O 
Tc. PHYSICIAN'S \ 22d. ADDRESS 
NAME(TYpe) LESLIE MILES, Msp. STATE STREET ,LONAGONING, MD 
23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote} 
peci ify) | 
KE_AR MET ER “ 867 AR ra AND 
any So. RECD BY wont 25h, DEAR FINAL 
Gear a OW ace 
STN aay ER AORN, UAE re 18 | 


MEDICAL CERTIFICATION 


ae be fied with the State Dept. af Health prior ta buri 


Page 4 may be retained by the haspital or attending physician. 


TO FUNERAL DIRECTOR: After this certificote has been si 
directar, page 3 should be detached far use as the b 


TO HOSPITAL OR ATTENDING PHYSICIAN 


85 


t 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


13. FATHER'S NAME 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 


rematian, or remava' 


MEDICAL CERTIFICATION 


14. MOTHER'S MAIDEN NAME 


HELTZEL, MATILBA 


17. INFORMANT Address 


MEMORIAL HOSPITAL, CUMBERLAND, MD. 


18. he oF beam a ‘anly ane cause per line for (a), (b}, and (c}.) tes PEER te a 
"ART |. DEATH WAS CAUSED BY: 5 —_ 
151% IMMEDIATE CAUSE (0) — dippse inde sfeual ofshrdre-r sHiusiug at. ohte - 
DUE TO pee : wT: if sb 0 Se gay 
Canditions, if any, which gove () aig t ( ] Meolkfueder? te fr 7 “jus 


f AQ 
02485 CERTIFICATE OF DEATH 04487 
1. PLACE OF eas LLEGANY 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence befare admission) 
0. COUNTY a. STATE b. COUNTY 

ne MARYLAND MARYLAND ALLEGANY 
3s BCTY OR TOWN (outside corporate jimi ¢. LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
oy wi ve, awn r 
<3 CUUB ERT AND 14 DAYS CUMBERLAND 2h aaah 
Pa aN SPITAL OR INSTITUTION (If nat in hospital, give street address) &. STREET ADDRESS 8. 1 RESIDENC 

“ ON A FARM? 

& MHEUOR TA HOS Pear 702 HILL TOP DRIVE open gg 
s= NAMES First Middle lost @. DATE Month Day ‘Year 
2% foc ALICE Dd. MAPHIS bam APRIL 18 1967 
a 5. SEX 6 COLOR OR RACE 7. MARRIED [7] NEVER MARRIED [_]] 8. DATE OF BIRTH AGE Tn — JEGNDER TER TT UNDER 24 aS 
> oy 7 in. 
S > FEMALE| WHITE | wows [¥ pivorced 425-1888 2 A ae pal is 
2 z 100. USUAL OCCUPATION {Give kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, or foreign country) 12. CITIZEN DF WHAT 
8 z during most of working, Seyi eted) INDUSTRY Own Home MC CALLEY ; W. VA 4 COUNTRY? py . 
fo 
S 

food 


EDWARD DYER 


(Yes, no, or unk rein) (If yes give war ar dates of service] 


tise to immediate couse (0), 


stating the underlying couse DUE T0 
Bits ) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOT RELATED, TO THE TERMINAL DISEASE CONDITIDN GIVEN IN PART 1(a) 19. WAS AUTOPSY 
Crurebi! Ghiureetirdee 6 Mrfercr! las ; SE) NO 
f pi 
20a. ACCIDENT WAS UNDERLYING C1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part i item 18.) 
OR CONTRISUTING CJ CAUSE OF DEATH ———_ = 
(IF EITHER, NOTIFY MEDICAL EXAMINER’ 
20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED 20.e.-PLACE-CF INJURY Hemetarm- 0 ityoc_ town ___{County) (State) 
Hour a.m. While Not While factary, street, office bldg., etc.) 
p.m. 19 at wark at work O _ 
21. | certify that (|) (this haspital) ottended the deceased from__/7974 IS: 300P Mi v//F 1% 7 , thot (1) (we) last 
saw the deceased olive on___ Ff 1219.67, and that deoth occurred ot , from couges ond on the date stoted obove. 
| 220. SIGNAURY ji 22. Di 
V/ iy fg. ATTENDING \ED. STAFF 
IL Cerec@er! I ay ine precror OC pws, OO] 7/1476 


fi 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the fn: 
shauld be filed with the State Dept. af Health priar ta bur 


directar, page 3 shauld be detached far use as the burial-transit permit. 


< 
i=] 
3 
3s 
3 
= 
5 
© 
5 
8 
2 
= 
x 
< 
= 
3 
2 
2 
Fy 
Fa 
4 
3 
® 
3 
2 
S 
= 
2 
2 
“2 
S 
8 
3 
® 
ae 
3 
£ 
2 
3 
:) 
= 
re 
= 
wes 
2 
2 
= 
= 
= 
2 
a 
Ka 
x= 
a 
o 
= 
[=} 
= 
& 
= 
= 
<= 
oa 
oO 
= 
= 
a 
& 
So 
= 
i=) 


Page 4 may be retained by the haspital ar attending physician. 


Te PASIAN 72d. ADDRESS 

NAME (Type) OR. S/ G. WEISMAN CUMBERLAND, MD, 
Zo. BURIAL, CREMATION, | 2b. DATE THEREOF Bc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City or Town) (County) (tote) 
BR Specy Apr.21,1967 | Hillcrest Burial Park | Cumberland,Md. Allegany 


74, FUNERAL DIRECTOR ADDRESS Wo. RE iSTRA Sb. RESIRAR'S SIpNATU 
\) James F.Scarpelli, Cumberland, Mg. BER 28 ‘ee? FO ere Neegs 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04486 “CERTIFICATE OF DEATH 04488 


i iV 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
e& 0. COUNTY STATE b. COUNTY, 
2 Allegany MARYLAND faryland 112 egany 
os 3s b. CITY OR TOWN (If outside corporate pees ¢. LENGTH OF STAY IN Ib © CY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
~oy write bee ond stburg town) . 
Ze Lonaconing la 
@ = ee d. NAME OF HOSPITAL pea INSTITUTION {If not in hospitol, give street oddress) d. STREET ADDRESS e B RESIDING 
oie ee 7 ? 
225,57) Maéners Hospital Douglasfve, __ ves CL] so 
= = 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
ae = DECEASED OF 
BSS |_ ie or pin) MARGARET E, MARKS DEATH 
Ewes S. SEX 6. COLOR OR RACE | 7. MARRIED [—] NEVER MARRIED [XJ] 8 DATE OF BIRTH :) ne Te 
S52 4 4 irthdoy} 
Se Fa | Female White winoweo [[] pivorceo [1] 12/] 3 /) 885 ys 
5 2 __/J ido. USUAL OCCUPATION (Ba I TOb. KIND OF BUSINESS OR Nn. 2fA3f (County & Stote, erate country) 12. CITIZEN OF WHAT 
es during most ofr va lite, even if retired) INDUSTRY COUNTRY? 
336 Lonaconing, MD. 
ga 13. FATHER'S i 14. MOTHER'S MAIDEN NAME 
7 é 
3 Louis M K 
2 y WAS eae ie ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
#5 ‘es, no, or unknown) |(If yes give wor or dotes of service! - ry 
ae 212-54-7879| TJulia Bertiené Lonaconing, Md. 
a2 18. CAUSE OF DEATH (Enter only one couse per tine for (0), {b), ond (c}.) INTERVAL BETWEEN 
ae PART |, DEATH WAS CAUSED BY: 
50 Jap f IMMEDIATE CAUSE (0) 
cea 4 als DUE TO 


Conditions, if ony, which gove (b) 
tise to immediote couse (0), DUE To 
stoting the underlying couse 


After this certificate has been signed by the attendin 


lost. (9 

= | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 

z : PERFORMED? 

= ZoaS Q ves [] 

&& | 200. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 1B.) 

& | OR CONTRIBUTING Li CAUSE OF DEATH 

S [CIF EITHER, NOTIFY MEDICAL EXAMINER) 

Sm TIME OF INJURY’ Month, Doy, Yeor 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, | 208 (City or town) (County) {Stote) 

2 Hour o.m. While Not While foctory, street, office bldg,, etc.) 

pm. 19 otwork L} ot work C) 
21. I certify that (1) (this hospital) ottended the doves edfrom_____ 19. 5, to St, 19 _/ thot (I) (we) lost 

“4 sow the decense ed alive on_ E S 196 4., ond that death occurred ot [ AM, from causes ond. on the dote stated abave. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. 


0. SIGNAI us| ae arexows Ae ate 2b. DATE SIGNED 
CX detcror Oo os OO] 48-47) 


wi me MILES yy med. HOMELONACONING MD, 


Page 4 may be retained by the haspital or attending physician. 


TO FUNERAL DIRECTOR 
directar, page 3 shauld be detached far use as the buri 


should be filed with the State Dept. af Health priar ta buri 


Bo. ae Aer 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City or Town) (County) (Stote) 
pecil ; . s 
Buria 0/1967 | Oak Hill Cemeter Lonaconing, Md 
24. FUNERAL DIRECTOR ADDRESS Bo. id ia ty 256. RPRAR ate |ATUR 
Shia George Eichhorn Lonaconing, MD, A So] ay, "dG @ 


72 haurs after death. 


popers. Pages 1 and 2 


filled in by the funeral 
in 


i 


|, and in any ev 


ie please remave carbo! 


-transit permit. 
|, crematian, ar remava! 


vires that the death certificate be executed within 24 haurs after death. 


q 


Page 4 may be retained by the hospital ar attending physician. 


TO FUNERAL DIRECTOR 


The low ret 


After this certificate has been signed by the attending physician and compte 


director, page 3 shauld be detached far use as the bi 


shauld be fied with the State Dept. of Health prior ta bi 


TO HOSPITAL OR ATTENDING PHYSICIAN 


85 
=> 
ed 

= 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04 437 CERTIFICATE OF DEATH As 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 


«CNY AALLEGANY meno | oA MARYLAND »- COUNTY ALLEGANY 
b. CITY ORTON {If outside corparote aie ¢, LENGTH OF STAY IN Ib «. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write a live nearest town 
CUMBE RU AND 4 DAYS CUMBERLAND ez, 
d. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address) d. STREET ADDRESS 2-B e. Ik RESIDENCE 
MEMORIAL HOSPITAL BENJAMIN-BENNEKER APTS. | vis] no LX 
3. eg First Middle lost 4. DME Month Day Year 
Ei or prin) CLARENCE MATHEWS DEATH APRIL 9, 0 67. 
5. SEX 6. COLOR OR RACE 7. MARRIED [QR] NEVER MARRIED [_] } 8 DATE OF BIRTH 9. AGE Usyears JF UNDER TYEAR_] IF UNDER 24 HRS. 
MALE COLORED | wows 4 pvoreo F]) 12-12-1886 ee Bg mn 
100. USUAL ccuParioN ive ied of warkdane 10b ag he BUSINESS OR 11. BIRTHPLACE {County & State, ar fareign cauntry) iG are OF WHAT 
dygttg working, glen if retire INDUSTRY OUNRRY ? 
h pe ae S. CAROLINA Me, os (Ns 
| FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
HAMPTON MATHEWS JOSEPHINE WILSON 
Ts. WAS DECEASED EVER INU.S. ARMED FORCES? —_—|_‘16. SOCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, no, or unknown} |{If yes give wor or dates of service] 4 MEMOR TAL HOSP I TAL -CUMBERLAND MD. 
46-63- ZBI. , 
18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond (¢).) INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: INSET AND DEATH 
IMMEDIATE CAUSE (a) é 
‘ DUE TO 
Conditions, if any, which gove (b) 
tise to immediate cause (a), DUE TO 
stoting the underlying couse 
ost @ 
=~ | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a) oMase ies 
3 == A ? 
2 ves {] no CJ 
= [ 200. ACCIDENT WAS UNDERLYING C1 ‘0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING CI CAUSE OF DEATH 
S | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S | 20. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, ] 20f. (City ar town) (County) (Store) 
2 Haur_o.m. While Not While factory, street, affice bidg,, etc.) 
p.m. 19 at wark O ot work oO 
21. | certify that (I) (this haspitol) ottended the deceosed from@=27x- , 1% ART. 1%@_7 that (1) (we) last 
saw the deceased alive on_C*4r 1 F 19 ond thatdeoth occurred ot © , form tatises and on the date stoted obove. 
Po. SIGNATURE 2b, DATE SIGNED 
> ATTENDING MED. STAFF 
PHYS. PX oirecton C1 Pus. 
ic. PHYSICIAN'S 22d, ADDRESS = 
WE PDR. JCCAN Es BURRE Ta 6 VIRGINIA AVE CUMBERLA 
Bo. 


RUBIA CRENATION. "226, DATE THERE Tac WANE OF CEMETERY OR CREMATORY Hf. LOCATION (City or Jay) County) (store) 
ob Zag 72/47 | Henne 5 Corn ; 


a1© " ‘ ger) 
{/ asp 8 "D BY REGISTRAR 2Sb,_REGISTRAR'S SIGNATURE 
APR LS 1967 | foots Mae 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94488 CERTIFICATE OF DEATH 04491 


|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 
ALLEGANY oie MARYLAND ALLEGANY 
b. CITY OR TOWN {If outside corporote limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give neorest town) 


WCUMBER LAND 3” | 3 DAYS CUMBERLAND, 


. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) € 1S RESIDENCE 


d. STREET Al 
MEMORTAL HOSPITAL PSS HENDERSON AVE, ce 


3. NAME OF First iddle 7 DATE Month Doy Year 
DECEASED ANNA vf MC CRAY oF = APRIL 2% ee Sy 
SSX 6 COLOR OR RACE__| 7, MARRIED NEVER MARRIED [] | & DATE OF BIRTH 7 KE i, year [ONDER | VERT FUROR POH 
t 
FEMALE WH wiDoweD porto []| 1-23-1895 oe pt 


To, USUAL OCCUPATION (Give kindof wagk done | Tob. KIND OF BUSINESS OR TI. BIRTHPLACE (County & Stote, or foreign country) 5 ak ay 
CUNT? Ae 


during mgst of working life, even if réti INDUSTRY CUMBERLAN D ; Mb. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


FOSTER, MARGARET 


IS. WAS DECEASED ili U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


ay on) IF yes give wor or dotes of service) MEMORI AL HOSP} TAL, CUMBERLAN D, MO. 
18. CAUSE OF DEATH {Enter only one couse per line for {o), (b}, ond (c}.) INTERVAL BETWEEN 
PART |. OEATH WAS CAUSEO BY: Pee Leettererpece SE,AND DEATH 
UY’ IMMEDIATE CAUSE (0} LF = wy f: 
Se ae 2. 5 
ondicensnihonyy Marsh gave Qerntepig-prta fred f 
tise to immediote couse (0), za EEG 


QUE TO 
stoting the underlying couse Se 
bist, cc. ? @ < 5 rts 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITIONSGIVEN IN PART I{o) 19. Bees! 


vis) so (1) 


pa 


2 


bon papers. Pag 


—w 


rematian, ar remaval, and in ghy. evept, within 72 hours 


gned by the attending physician and campletely filled in by the funeral 
ransit permit. Then please re 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURREO. {Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote) 
Hour ’o.m. While Not While foctory, street, office bldg., etc.} 
p.m. 9 otwork L] ot work C1] 


21. L certify that (I) (this haspjtal) attended the dacgps ftontife 7 S14 $e cr (eae 19.4 7Ahat (I) (we) last 
saw the deceased alive on Z2& 198 , and that death accurred at M, fram Causes and an the date stated abave. 


To. SIGNATURE eed - . > SIGNED 
5 eect MD. PRY: pirector () pays OO 27AP CT 


Tutt) DR. CLAY E, DURRETT “CUMBERLAND, MD. 


230. BURIAL, CREMATION, 23b. DATE, THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City or Town) {County} {Stote) 
A? REMOVAR (Specifg) 
fics A (A 7 C2 


re -ri Tk "2 Z1 
a 4. FUNERAL OIRECTOR ADORESS 25d. REGISTRARS SIGNATURE 
VR AIS (4) . 
25M 1787 i al AY 1 (llionbag Qeectpe 


fi Fo 


MEDICAL CERTIFICATION 


led with the State Dept. of Health priar to buri 
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TO FUNERAL DIRECTOR: After this certificate has been si 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04489 CERTIFICATE OF DEATH 04499 


. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceosed lived, if institution: Residence befare admissian) 
a. COUNTY ALLEGANY Henttn a. STATE MARYLAND b. COUNTY ALLEGANY 


b. CITY GR TOWN (If outside carparate limits, ¢. LENGTH OF STAY IN 1b CITY OR TOWN (If autside cosporate limits, write RURAL and give neorest town) 


CUMBERTANB 4 DAYS ONL 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) a, STREET ADDRESS «: B RESIDENCE 
MEMORIAL HOSPITAL 5 BANE STREET ves LJ no BX] 
. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED JAMES F, MC DONALD | Siam APRIL 7, 19 67 
6. COLOR OR RACE 7. MARRIED JX] NEVER MARRIED [—]| 8 DATE OF BIRTH 5. AGE ff years IF UNDER 24 HRS. 


WHITE wioweo [J pivorceo EJ] 8-21-1900 CO elfen ee ee 


ih ete ar af a 10b. a of BUSINESS OR II. BIRTHPLACE (County & Stote, or fareign country) 12. es WHAT 
luring most of working life, even if retire DUSTRY ‘ i 
Retired B & O RR. Employee LITTLE ORLEANS, MD, CS. As 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

GEORGE T. MC DONALD SARAH CALIN 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address 


be | pil eae 105 =12~2 ba MEMORIAL HOSPITAL- CUMBERLAND - MD, 


18. CAUSE OF DEATH (Enter anly ane cause per line for (a), (b} . INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ; ONSEJ AND DFATH 
IMMEDIATE CAUSE (a) 

DUE TO 

Canditions, if ony, which gove (b) 
rise to immediote couse (0), DUE To 
stating the underlying cause 
mtg = ) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o} 19. Was aUTORSY 


yess[] no (] 


es | ah 
fter ded 


t Jwithin 72 haurs a 


the twnlem 


boo 


popers. 


fe farbon 


sae 


leose rgm 
|, ond in bn 


physician ond comptetely filled in b 


en pl 


th 


-fronsit permit. TI 


led with the State Dept. of Health prior to buriol, cremation, or removo 


20a. ACCIDENT WAS UNDERLYING C) ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part | ar Part Il of item 18.) 
OR CONTRIBUTING C]CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, 201. (City or town) (County) (State) 
Hour a.m. While Nat White factary, street, office bidg., etc.) 
at work ot work 


21. V certify that (I) (this haspital) attended the decegsed fram_zee~ / S| GF tags , 19 7 that (I) (we) last 
saw the deceased alive an. $ 19.4 7 and that death accurred at_7 © OO, A em causes and an the date stated abave. 
Za. SIGNATURE ‘i Ps tea 22b,_DATE SIGNED 
S Zl pirecror CO pvs O 
Tic. PHYSICIAN'S 22d, ADDRESS S ini 
NAME (Type) oa 
230. BURIAL, CREMATION, RY 23d, LOCATION {City ar Tawn) (County) (Stote) 
soa Cremation: Allegany Cemettry Pittsburg Alleg Penna 


74. FUNERAL DIRECTOR ‘ADDRESS Sb. REGISTRAR'S SIGNATURE 
H. Lee Silcox Cumberland, Maryland 21502 ARR 11 E67 [foror& 


MEDICAL CERTIFICATION 


should be ft 
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TO FUNERAL DIRECTOR: After this certificate hos been signed by the attendin 


Poge 4 may be retoined by the hospitol or attending physicion. 
director, poge 3 should be detached for use os the buriol 


BS 
=> 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 04Ag2 
1. PLAGE TH 2, USUAL RESIDENCE (Where deceased lired, If institution: Reildence Before admission) 


. COUNTY 
ALLLEGANY ven | °° MARYLAND «°° ar RGANY 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b |! c. GITY OR TOWN (If outside corporate limits, wrlte RURAL and give nearest town) 
weet end _give nearest town) 


G, D. O. A. FROSTBURG- RURAL 
@. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS 0. 1S RESIDENCE 


MINERS HOSPITAL ves) noth 


. NAME OF F 
NAME OF First Middle Test 4. DATE Month Day ‘Year 


oF : 
(Type or print) UPTON D. McFARLAND beats §=APRIL 30, i9 67 
5. SEX 6. GOLOR OR RACE | 7, MARRIED PE] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (in yeara | IF UNDER 1 YEAR IF UNDER 24 HRS. 


MALE WHITE wiooweo =} owvorcen[}|FEB. 12, 1882 ‘35. ad al all 


yrs. 
10a. USUAL OCCUPATION (Give kind of work done] 10b. or OF BUSINESS OR | 11. BIRTHPLACE (State or foreign country) 12, eerie” WHAT 


durIng most of working life, even If retired) 
MARYLAND U.S Ae 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


JOHN: McFARLAND ELIZABETH LOAR 


15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No 14-16-2178 |EDGAR Mc FARLAND, FROSTBURG, MD. 


18, CAUSE OF DEATH [Enter only one ceuse per line for (a), (b), end (c).1 INTERVAL BETWEEN 

PART I. DEATH WAS CAUSED BY: 7 ONSET AND DEATH 
IMMEDIATE CAUSB (e)__ CORONARY OQCCLUSTON SUDDEN 
DUE TO ‘ 

Conditions, if any, which (0) CORONARY SCLEROSIS 

gave rise to Immediate 

couse (a), stating the DUE TO 

underlying cause last. (c). 


PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) 19. Was AUTOPSY 


ves [] no KK 


& 


, 2, and 3 t 


Examiner's Office along with form PM3. Page 5 may be 


ith the State Department 


_of Health or its designated agent, prior to burial, cremation, or removal, and In any event within 72 hours after death, 


er death. If any delay! 


ive Pages 1 


ile pages 1 and 2 w 


in Item 18. G 


in pen 


F 


TO FUNERAL DIRECTOR: Page 3 should be used as a burlal-transit permit. 


20a, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part I or Part It of Item 18.) 
Ht Be ere 2) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) ~ (State) 
Hour a.m. While Not While factory, street, offica bldg., etc.) 


mM. 19 at work at work 
21. | certify that | took charge of the remains described above, held an Autopsy { |, Inspection [XJ, Inquiry [X}X and in my opinion 
death resulted from: Natural causes\(A], Accident [_], Suicide {_], Homicide [], Undetermined manner [_] 
amatl ? 7 v7 CHIEF MEDICAL EXAMINER [_} a 
ASSISTANT MEDICAL EXAMINER, . 
—— aa DEPUTY MEDICAL EXAMINER ne APRIL #)30,1 ger 
cea ESNEDICT SKITARELIC,, M.D. Address (Street, city, town, or county¥RD Oy CUMBERLAND, MD. 


23a, Paar Cremarion 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
pecify 
Bun LAY 


MEDICAL CERTIFICATION 


certificate, writing the word “pendin; 


director, Page 4 should be forwarded to the Chief Medica 


retained for your files. 
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TO DEPUTY ME! 
please exec 


"| MAY 2, 1967 | FBG. MEMORIAL PARK =yFROSTRURG, MD «coc ——— 
24. FUNERAL DIRECTOR ADDRESS | 25a, REC'D BY REGISTRAR| 25b. “ REGISTRAR’S SIGNATURE 
JOSEPH R. DURST, SR., FROSTBURG, MD. | oa 51967 _ phoney Yap. 


in 24 hours after death. If any 


any event within 


a burial-transit permit. File pages 1 and 2 with the State Department of 


|, cremation, or removal, and it 


its designated agent, prior to burial, 


4 should b! 


TO FUNE. 


TO DEPUTY ICAL EXAMINER: This ce: 
please exe iti 


VR AISME 
5M 1/62 


lth or i 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Le 
FOR ST) = MEDICAL EXAMINER’ S CERTIFICATE OF DEATH © _ 04493 
HEALTH D iv 4493 = a2 || 2. USUAL RESIDENCE (Where decoased Ted If inpttuWon: Riitdenee before adriivion) 
3 COUNTY || a. STATE b. COUNTY 
a2 ALLEGANY MARYLAND MARY LAND ALLEGANY 
eu ~b. CITY OR TOWN (if outsida corporate limits, c, LENGTH OF STAY IN 1b | c. CITY OR TOWN (IF outside corporete limits, write RURAL and giva nearest town) 
3s write RURAL end give nearest town) \| 
23332 | CUMBERLAND L DAY | bA Vat ‘A a 
Pe 3 d, NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give street eddiass) | d. STREET ADDRESS +. 1S RESIDENCE 
A 
a SACRED HEART HOSPITAL 1032 NATTONAL HIGHWAY _ yes [] No fy] 
es "3. NAME oF First Middle Les! Month Year 
DECEASED 
8 I Jeo ald GEORGE MICHAEL. earn APRIL " 19 
a | 6 COLOR OR RACE| 7 MARRIED ] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR? IF UNDER 24 


MALE WHITE | woowo] voxel] JULY 31, 1907 | Sqm |"™| | 


10s, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR Suen 11. BIRTHPLACE (Stete or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retirad. 


RETIRED U.S. ARMY OFFICER ARMY SHAW, VIRGINIA | U.S.A, 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
SAMUEL M. MICHAEL MARY ELTZABETH WESTFALL 
5S. WAS DECEASED EVER |S. ARMED FO! 
Ties tg, or untown) | yesotvowererdeterotevie)| SCCUNt SCURTY NO.| 17. INFORMANT GR" VALE, MARYLAND 


“Yes” W.WAR IT 183-14-7811 MRS. GEORGE MICHAEL,1032 NATIONAL HGway, 


1B. CAUSE OF DEATH [Enter only one ceuse per lina for (e), (b), and (c).] Veerce BETWEEN 
AND DEATH 
PART I. DEATH WAS CAUSED BY: . 
Mi WE ESIS Cem aig Coronary Occlusion | Hours 
DUE TO 
Conditions, if any, which a Coronary Sclerosis i coe 


geve rise to imma: se | 
(2), steting the underlying ( PVETO | 
eee (©) 


z PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)/ 19. WAS AUTOPSY 
Q : a PERFORMED: 

s | Yes NO ot 
© | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURED, (Enter neiure of injury in Part | or Pert Il of item 1B.) os 

& | PRIMARY [1] or CONTRIBUTING [J 

&] CAUSE OF DEATH. 

< 1 20c. TIME OF INJURY Month, Dey, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, 201. (City or town) (County) (State) 

g ay ea | While __Not While fectory, street, office bldg., etc.) | 

= pie: 19 [et work et work 


—eE - 
21. 1 certify that | took charge of the xx described above, held an an Autopsy fal Inspection x). Inquiry LX and in my opinion 


death resulted from: Natural causes Accident se Suicide Homicide [_], Undetermined manner [_] 
Spee MEDICAL EXAMINER [_] 

ACTUAL ee ys) *8515r00 MEDICAL EXAMINER. DATE SIGNED 

SIGNATURE ie 


: DEPUTY MEDICAL EXAMINER TA ADPLl 7 1967 
Nautilus’ Benedict foo aprenn MoD. aides sven ery. wvn.reomCumber Land, Md. 


'22e. BURIAL, CREMATION,| 226. DATE THEREOF fer NAME OF CEMETERY OR CREMATORY | 224, LOCATION (Cily, town, or country) (State) 
REMOVAL (Specify) 


rag SSA a AR ES 10 B67 5 Seite area TERY. AROSTB SURG. FS SIGNAT! i 
MARTLOU _M. SOWERS,60 W.MAIN ST.,FROSTBUR oh 12.1967 frrorts jg +; 


4 hours after death. 


Pek: 
2 


Gf: 


hae 


Certificate be executed within 2 


Midas 


s deat 


a hele Sibtpeécsad 


o 


@ 


trate, 


The law requires that the de 


£ 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


CERTIFICATE OF DEATH 


he 
a 


AYA? 
> B OF DEAT: 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before oditienyo 
ec . COUNTY . STATE b. county ALoey ity 
as i ALLEGANY COUNTY, MD. — wuaviano 3 RT # 3 REDFORD RD. 
235 B. cy ca Wen outside ae a © LENGTH OF STAY IN Tb . CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
~or writ i res! 
ae an, ee a CUMBERLAND, MD. 21502 rel 
2a a < 
ae &. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) @, STREET ADDRESS 2. BREIDENCE 
o / - F 
2 Ee E SACRED HEART HOSP . 900 SETON DRIVE ves ] no 
Sse < 3 ped WILLIAM First Middle Lost i pale Month Doy Year 
S52 {Type oF print) MXKKER EF, WXKKXAM MILLER bern APRIL 24, 9 67 
eas sj $. SEX COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [~]] 8. DATE OF BIRTH PEACE a ts FEUNDEE TYEE FOND Hs 
@ . ist birthdoy, s Ss lours a 
age M W widowed [] SEP pwore® [| 6-3-21 te et | YO |B ‘i 
cicee 10a USUAL OCCUPATION Give Kind of work done 10b. KIND OF BUSINESS OR 11, BIRTHPLACE (County & Stote, or foreign country) V2. CITZEN OF WHAT 
oS ring most of worl life, even if retire 
S82 [“PRUCK DRIVER UUEEN CITY BREWERY LONACONING, MD. RRER ICA 
gas 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= i= 
£e 
= s WILLIAM J, MILLER MBM HOLMES 
EP e WAS ear US-ARMED FORCES? |” 16. SOGAL SECURITY NO. 17. INFORMANT ‘Address 
ez ‘es, no, or unknown yes give war or dotes of service 
Be2 YES 3nd W.W, | 219-03-963b PT. LEDGER CARD 
Ses 
= TB. CAUSE OF DEATH (Enter only one couse per linefor (0), (b), ond (c)) INTERVAL BETWEEN 
2s 2 PART |. DEATH CAUSED oye A ? Sodan, Mesa Ve ARICIS ONSET AND DEATH 
>S5 = IMMEDIATE CAUSE (0 
ae St} DUE TO ‘ 
229 Conditions, if ony, which gove (b) 4A eiwite's Ott 4.8% s 
ES ae DL 
oe ie eee ae 
ears lost. iG) 
£58 — 
485 ax | PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) 19. WAS AUTOPSY 
Zea sls —————e—EeE 
235 @1e ves (J NO ft 
sss = POSADA SUD RLING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
aS & } OR CONTRIBUTING CJ CAUSE OF DEATH 
Se. S | (IF E\THER, NOTIFY MEDICAL EXAMINER) 
wae S [20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED We. PLACE OF INJURY (Home, form, |] 201. (City or town) (County) {Stote) 
sae = Hour o.m. While Not While foctory, street, office bldg,, ete.) 
see pm. W otwork C1 otwork C) 
eee 21. 1 certify that (I) (thishospital) ottended the deceased from__4% -— 3 so, 197, to n= 2, 19_€7, thot (I) (we) last 
eka saw the deceased alive an_* 24 __'19_¢2,, and that death accurred at_4/@™_M, fram causes and on the date stated above. 
S52 20. SIGNATURE 2b. DATE SIGNED 
eee ATTENDING MED. STAFF 
rae PT Baad as Lat MD. PHYS. precror C) pws. OO] 4-ao-~c7 
ose S 72d, ADDRE: 
zis /| | “tami ORS GLICK & SPIGGLE | 726 N, SMALLWOOD ST., CUMB., MD. 
asa 
=S () (io. Burial mewation, 3b. DATE THEREOI jc NAME OF CEMETERY OR CREMATORY . LOCATION (City or Town! (County (tote 
322 z LR z EREOF 3c. NAME OF CEMETERY OR CREMATOR' 23d. LOCATION (City or T ( 
we M city) 
eet BUPLor” | 4/27/6 Oak Hill Cem y onaconing A Md 
S24 FUNERAL DIRECTOR ADDRESS 250. RECD BY REGISTRAR 25. REDISTRAR'S SIGNATURE 
VR AIS {4) 
mo mirse \) George Eichhorn Lonaconing, MdosAPR 967 fCLearfa, § 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR ST MEDICAL EXAMINER’S CERTIFICATE OF DEATH Ags 


HEALTH Fy] > PLAC %, USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
a.staTE Maryland b.counTY Allegany 
MARYLAND 


b. CITY OR TOWN (if outside cory pres Timits, ¢. LENGTH DF STAY IN ib |! c. CITY DR TOWN (if outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town! 


. Page 5 may be 


fter death. 


Cumberland Md. ZEAE 
DEALERS rurion (if not in hospital, glve street address) || d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 


Street II4 Polk Street yvesC) no 


. NAME DF First Middle Last | 4. DATE Month Day Year 


DECEASED OF 
(Type or print) rdon Murray DEATH April 6, 1967  ‘48* 
5. SEX 6. COLOR OR RACE [7. MARRIED [-] NEVER MARRIED [-] | 8 DATE OF BIRTH 3. AGE {In years | FUNDER 1 YEAR]IF UNDER 24HRS. 
last Birthday) Pa | Days | Hours | Min. 
WIDOWED [} DivoRCED [| ril I4 I90I 65 yrs. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KiND a USES OR 1. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
during most of working IIfe, even If retired) INDUST! | COUNTRY? 
"Cos 


1, 2, and 3 to the funeral 


ae PM3. 


Finzel Md, UsSehs 
14. MOTHER'S MAIDEN NAME 


O'Rourke 


IRMEDFORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 


15. W: 
(Yes, no, oF unkown) eigen saab 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] MG ae 
PART I. ea WAS CAUSED BY: 
IMMEDIATE CAUSE (e) Coronary Occlusion 
DUE TO 


Conditions, If any, which Coron Sclerosis 
gave risa to Immediata (0), ary_° 


cause (a), stating the ( DUE TO 


underlying causa last, 


(c) lg 
PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) [19. WAS. AUTOPSY 
yes] No §} 
208, EXTERNAL CAUSE WAS 200. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part T or Part IT of tem 78.) - 
PRIMARY C] or CONTRIBUTING C) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
our a while Not While tory, street, office bid, ) 
at work O at work 


21. I certify that | took charge of the remalns described above, held an Autopsy [_], Inspection (XJ, Inquiry [X}, and in my opinion 
death resulted from: Natural causes [J], Accident [_], Suicide [_], Homicide [_], Undetermined manner 
@ J CHIEF MEDICAL EXAMINER [_] 
STENATUR p, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
a ; DEPUTY MEDICAL EXAMINER [X] April 6, 1967 
BAME (rye) BENEDICT SKITARELIC ’ M.D. Address (Street, city, town, or con@umberland, Md ag 


23a, BURIAL, sec S| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


ile pages 1 and 2 with the State Department 


, and in any event within 72 


in {tem 18. Give Pa 


Examiner's Office along with 


cremation, or removal 


F 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit perm 


of Health or its designated agent, prior to burial, 


Chief Medica 


the word “pending” in pent 


please execute the certificate, writing 
director. Page 4 should be forwarded to the 


retained for your files. 
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MEDICAL CERTIFICATION 


REMOVAL (Specify) 
Lf 9f _|__Res 
ay DIRECTOR LOF 1g 25a, REC'D BY RE EEERG Higiss SIGNATURE 


Mar Qne Cand 


TO DEPUTY . 


— 


is 
‘= ) 


je 3 shauld be detached far use as the burial. 


shauld be fled with the State Dept. af Health priar ta burial, crematian, 


Page 4 may be retained by the hospital or attending physician. 
directar, pa 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR: After this certificate has been si 


VR AIS (4) 
20 MIA 
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MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORD: ] TON STREET, BALTIMORE, MARYLAND 21201 
aia he 


2 CER DEATH 04 4 96 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
o. COUNTY o. STATE b. COUNTY 
ALLEGANY MARYLAND MARYLAND ALLEGANY 
b. CITY OR TOWN (If outside corporote je c. LENGTH OF STAY IN 16 € CITY OR TOWN (If outside carparote limits, write RURAL and give neorest town) 
wri rest town) 
GUHA 6 DaYs CUMBERLAND an) 
@. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) e. IS RESIDENCE 
SACRED HEART HOSPITAL CUMBERLAND ves [No fx 
3. NAME OF First Middle Month Doy Year 
ED OF 
(Type or print} MINERVA ELIZABETH NAVE DEATH APRIL 
5. SEX 6 COLOR OR RACE | 7. MARRIED [~] NEVER MARRIED [_}] 8. DATE OF BIRTH 9. AGE (In yeors 
Ipspbirthd 
FEMALE v wioowen JF __oworctp CJ] DEC. yy 1682 ei 
"Oo, USUAL OCCUPATION (Give kind of cs done TOb. KIND OF BUSINESS OR 11. BIRTHPLACE (County & Stote, of foreign country) 12. CTE OF WHAT 
luring ing i if retire INDUSTRY COUNTRY? 
aovssiceetn BEDFORD VALLEY, PA, USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
HENRY M. BOOR ELMIRA (BLAIR) BOOR 
i OP aus IN US ARMED FORCES? 16. SOCIAL SECURITY NO 17. INFORMANT ‘Address 
eS, RO,, Inknown| yes give wor or res of service! 
AG 219~,6-1620t | MRS RITA ATHEY RFD#2 CUMBERLAND, MD, 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c}.) Be ae a 
PART |. DEATH WAS CAUSED BY: A 
ai IMMEDIATE CAUSE (0) CEREBRAL HEMORRAGE 
A DUE TO 
Conditions, if ony, which gove (b) 
tise to immediote couse (0), DUE TO 
stoting the underlying couse 
lost. i] 
az | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(0) 19. WAS AITORSt 
z — ? 
3 ves [] no & 
& | 200. ACCIDENT WAS UNDERLYING C1 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18) 
& | OR CONTRIBUTING C. CAUSE OF DEATH 
© | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. TIME OF INJURY Month, Doy, Yeor 20d, INJURY OCCURRED We. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (tote) 
= Hour o.m. While Not While foctory, street, office bldg., etc.) 
p.m. 9 ot work LJ ot work O 
21. | certify that (1) (this bo Pict attended the vee from 19. to , 19.69, that (I) (we) last 
saw the deceosed olive“on 19 9. , ond that death occurred at , from ‘touses ond an the date stated abave. 
220. SIGNATURE 7 sale ay ae 2b. DATE SIGNED 
PHYS, IX” precror OO avs, OO of 7 
Tic. PHYSICIAN'S 72d. ADDRESS ; 
NAME (Type) RIDGELES Ve VA 
Bo. BURIAL CREMAT 73. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 3d. LOCATION (City or Town) (County) (tote) 
y) R 
inte 12 APRIL 6 BETHEL CEMETERY RFD/3 BEDFORD PREDFORD 


24. FUNERAL DIRECTOR ADDRESS 2b. REGISTRAR'S SIGNATURE 
H. LEE SILCOX O)DECATUR ST; CUMBERLAND |» 0.40 Wlinawla, ad gh, 


/ i 


vg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


0&45% CERTIFICATE OF DEATH 04497 


+} 


i 


22d. ADDRESS 


O 


Prey ee ac 
Ss BY |. PLACE OF DEATH 2. USUAL RESIDENCE (Where ae lived, if institutian: Residence befare any” 
S BFRA)| Sor ALcecany % o sHEMAR YL AN sown ALLEGANY 
Ss = MARYLAND 
Ss. 
S 285 B. CNY OR TOWN {If outside corporote limits, © LENGTH OF STAY IN Ib © CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 
a tee write RURAL and EBL AN nearest town) CUMBERLAN 
| See CUMBERLAND 5_DAYS cs Ta 
= Ss 4. NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address) &. STREET ADDRESS «BR RBRENE 
= ~ " a 
= Bee MEMORIAL HOSPITAL 912 BEDFORD STREET yes [] NO 
S Zep \ |" sens ANNA GRACE OcTeR | @. APRIL 5 te 
FS 3 f ; OF 7 
SE (Type ar print) DEATH 9 
3 sas x %, AGE (I TEUNDER | YEAR_| JF UNDER 24 HRs. 
Secs ee “BE MALE 6. were ue 7. MARRIED [KX] NEVER MARRIED [-]] 8 DATE OF BIRTH iS 74 ra Rohe bee iis. 
Ce wioow [] —oworcd FJ} 5-24-1889 as 
3 se 0a, USUAL OCCUPATION Give Kind a wrk done 0b. KIND OF BUSINESS OR TT BIRTHPLACE {County & State, ar foreign country) 12. came OF WHAT 
= during mo: ile, eyepslgetire IDUSTRY 

2 S82 |“ mHOUSENTFE’™ PENNSYLVANIA USS. A 
2 yas 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
5 ass MR WILLIAM FLETCHER ETTA MILLER 
s 
£ = 5 Ts. WAS DECEASED EVERINU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. INFORMANT dress 
3 SE 5 iyo nce "MEMOR | AL HOSP] TAiee CUMBERLAND, MD. 
3 gE: 
2 oc: 18. CAUSE OF DEATH (Enter only one cause pprTinxfor fa INTERVAL BETWEEN 
— £3 £ PART |. DEATH WAS CAUSED BY: ONSET AND DEAT! 
Se IMMEDIATE CAUSE {a) Lao, 
£525 
Soetoro DUE 19 ys 
23 e238 Conditions, if ony, which gove : A 
ee ee ! 4 el SY oo ma cation | A 
anes tise ta immediote couse (0), DUE os * Cte 
Deep ae the underlying cause ; 
25 £5 st. () 
B25.5 — 
o SuS a PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) 19. WAS AUTOPSY 
Zt Zee 3 aut. ae anus enn ey 
~5 225 5 YES NO 
a= os 2 & | 200. ACCIDENT WAS UNDERLYING CI ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part 1 ar Part Il of item 18.) 

SES = 
Se = ee § OR CONTRIBUTING CI CAUSE OF me —_ 
BeS32 © | (IFEITHER, NOTIFY MEDICAL EXA a 
reuse S [20 TIME OF INJURY Month, ae a 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, form, ] 20f — (Ciffyor town) aunty) , 
S12 Ske S 2 Haur a.m. While Not While i factary, street, affice bldg., etc.) ee Z 2 
os “a4 = ot work “ot wero {e—"2 he 
65225 ya are (this an atyenddd the er fram__! 19 od aS, 19__/ that (I) (weptast 
= 2ese sawthe 49 Nth eased alive on __, and thot deat evga o AE 30H Be RonVeusts and an the dat 

@ =§ ie VE age 

2545 

2 = ATTENDING emi STAFF 
SZesy | ea .D._ PHYS. oieecror CI pas. 
= 2 
=e5 S 
iss 
i & 
a= 
=o 
oa 
eS 


TO FUNERAL DIRECTOR: 
P' 


. PBATCIANS-~ . z 

3 ab fine) DR. Rede WILLIAMS 122 S. LAND,MD, 
23 ! Fs. Ed Lay 23b. DATE THEREOF Bc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION {City or Town) (County) {State} 
Pied Borie” 4/67 Hillcrest Burial Park amberjand Allegany Maryland 


24. FUNERAL DIRECTOR 


250, RECD BY REGISTRAR RY AUR 
H. Lee Silcox Cumberland Ma 


one APR 10 196 i 


a 
= 


85 
=z 
g 


frebade 


ages 


within 72 hours o 


pletely filled in by the fyfn 
yrbon papers. 


{-transit permit. Then pleose re; 


The law requires that the death certificate be executed within 24 hours ofter death. 


After this certificate has been signed by the attending physician ond co 


director, poge 3 should be detached far use os the bu 


should be fled with the State Dept. of Health prior to burial, cremation, or removal, ond in 


Poge 4 moy be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN 
TO FUNERAL DIRECTOR 


VR AIS (4) 
95M 1/07 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04496 CERTIFICATE OF DEATH A 


|. PLACE OF DEATH 


0 ONY ALLEGANY 


2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence before admissian) 


oSTE WEST VIRGINIAC*’Y MINERAL 


Mi 
b. Ee (If autside core limits, ¢. LENGTH OF aay TE ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest town) 
COMBERUAND 1 DAY RT. 4, KEYSER, W. VA, 
d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street oddress) 4. STREET ADDRESS j @. TS RESIDENCE 
MEMORIAL HOSPITAL | elie 
. a a First Middle Lost 4. DATE Manth y 
Seen ADDA J OURS oF APRIL 13 
5. SEX 6. COLOR OR RACE | 7. MARRIED [XY NEVER MARRIED {_]] 8 DATE OF BIRTH 9. AGE {In years TF UNDER 74 HRS. 
FEMALE WHITE woow porto F) 5- 3 T- 89 npg Months | Days | Haurs } Min. 
'o, USUAL OCCUPATION (cive Kind we ne | 0b. SNCCEIRISIRESS OR 11. BIRTHPLACE (County & State, ar fareign country) | 12. ZEN oF WHAT 
meee we W. VA. USA. 


13. FATHERS WAME 
BOSHAXOUGHA Joshua W. Kight 


1S. WAS DECEASED il INU.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 


14. MOTHER'S MAIDEN NAME 


ELIZA ADAMS 


17, INFORMANT 


MEMORIAL HOSPITAL 


Address 


CUMBERLAND, MD. 


(Yes, ner unknawn)} |{If yes give war ar dotes af service} 


INTERVAL BETWEEN 


oe AND a 


18. CAUSE OF DEATH (Enter anly one couse per line for y (b), ond (c).} 


PART |. DEATH WAS CAUSED. BY: ahaa AL ees Difants: Labcecte 
AE. : Cts 


IMMEDIATE CAUSE (a) 


GRO DUE TO 
Canditians, if any, which gave (b) G bechee tea 
rise to immediate cause (a), DUE T0 - a We 
stating the underlying cause f be Z Lethe, 
ct;...° <i 6) Bupeeud 2 ft deder, i Pele 


zz | PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a} 19. Hi ea 
3  ereerwee ees ? 
4 ys[] xo 2 
Ss 
$ | 20a. ACCIDENT WAS UNDERLYING L) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 18.) 
€& | OR CONTRIBUTING CL CAUSE OF DEATH 
% | (IFEITHER, NOTIFY MEDICAL EXAMINER) 
S [20c. Time OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, 204. (City or town) (Caunty) (State) 
2 Haur “a.m. While Not Mba Ta] factary, street, office bldg., etc.) 
at work O at work 


2m. 
21. | certify that (1) (this haspital) 4 a nal , that (I) (we) last 
j Y er , and that death ‘accurred HitSAwy, fram causes and an the date stated abave. 


AA EPEC———— ATTENDING 
ie a Pa MD. PHYS O 


STAFF 


MED. 
piecror (C1) pays. 


S. G. WEISMAN ie BQGREENE ST., CUMBERLAND, MD. 
23b. DATE THEREOF 73c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Gity ar Tawn) (County) {State} 
4/16/67, Potomac Valley Gardens Keyser W.Va. 


ADDRESS 75a. RECD BY REGISTRAR | 25. REGISTRARS SIGNATURE 
Westernport, Md. oAPR 19 


aa ba me 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


= 
FOR S 0449 é MEDICAL EXAMINER’S CERTIFICATE OF DEATH | 
HEALTH ZT. PLACE OF DEATH 7, USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
Boge ee o. COUNTY aha: eae o. STATE . b. COUNTY 
~2 °c€ efan: aryland Alle 
2c Es B. CITY OR TOWN (If outside corporote limits, © LENGTH OF STAY IN Tb © CITY OR TOWN (if outside corporote limits, write RURAL ond give neorest town] 
Ba E? write RURAL and give nearest town) 
22) Es Cumberland ears Cumberland OLS 
= aed d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @. 1 RESIDENCE 
= 2a ON A FARM? 
gs 23 {i D. 0. A. MemorialHospital 333 Dorn Ayenue ves [J no [3 
YS € ~ NAME OF First Middle Tost 4 DATE Month Doy Year 
; : . F 
g i (Type or print) John (Pellerzi) Pellerzi DEATH Apr. 24 9 6 
& £ S. SEX 6 COLOR OR RACE | 7. MARRIED fx] NEVER MARRIED [-]] 8 DATE OF BIRTH KEE ties TEURER YEAR TE TRDER 2 HES 
A irthdoy) lonths in 

a Male White wiooweo [7] pvorceo []| Dec. 19, 189 78 YS. 
€ 100. USUAL rea Give kind of work done 1b. Aor BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. EEN Oe WHAT 
= Mi if IDYSTRY 
A “pre ine pera bar Ma&¢zroni Factor Bogota, Italy USA 

13. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 

Giacomo Pellerzi Teresa Taluni 
1, WAS DECEASED BEE NUS ARMED FORCES 16 SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
'Yes, no, or unknown) |{If yes give wor or dotes of service] : 
Mr. Joseph Pellerzi, Cumberland ,Mg. Son 
18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c)}) INTERVAL BETWEEN 
PART i. DEATH WAS CAUSED BY: . 
ayes IMMEDIATE CAUSE (o} Coronary Occlusion 
4A DUE TO 


Conditions, if ony, which gove i Coronary Sclerosis 


rise to immediote couse (0), 
stoting the underlying couse DUE TO 
lost <a @ 


200. EXTERNAL CAUSE WAS 
PRIMARY CJ or CONTRIBUTING CI 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor ‘20d. INJURY OCCURRED 
Hour o.m. 


Whil Not Whil 
, 9] crwark CI ‘otwork C1] 
21. I certify that | toak charge af the remains described abave, held an Autapsy [_], _ Inspectian 
death resulted from: Natural causes Accident (_], 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 18.) 


‘20e. PLACE OF INJURY (Home, form, 
foctory, street, office bldg., etc.) 


201. (City or town) (County) (Stote) 


MEDICAL CERTIFICATION 


Page 3 shauld be used as a burial-transit permit. File pages 1and2 


, Inquiry [X], 

Suicide [J, Homicide ([], Undetermined manner (J 
CHIEF MEDICAL EXAMINER [] 

Mp, ASSISTANT MEDICAL EXAMINER L] Apr e 24 ,196'7 22 DATE SIGNED 

NAME (Type) ae i: ci At id 9 Cumberland 1 Md. 

230, BURIAL, CREMATION, %3b. DATE THEREOF jc. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (Stote) 


REMBY A See April 27,19 St. Mary's Cemetery | Cumberland ,Md. Al 


7A, FUNERAL DIRECTOR ADDRESS Bo. ion BY REGISTRAR | _25b. REGJSJRAR'S S|GNATI 
ARG | James F. Searpelli, Cumberland, Md. oAPR 28 196 


and in my apinian 


ACTUAL 
SIGNATURE 


EXAMINER'S 


the funeral directar. Page 4 shauld be farwarded to the Chief Medical Examiner's Office alan, 


5 may be retained far your files. 


TO FUNERAL DIRECTOR 
Health ar its designated agent, priar ta burial, crematian, or remaval, and in any event 
Ss 


TO DEPUTY x EXAMINER: This certificate shauld be executed within 24 hours after death. ®@.,, is 
necessary, please execute the certificate, writing the ward “pending” in pe 
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-tronsit permit. 


gned by the ottendin 


The law requires that the death certificate be exe 
ur 


After this certificate hos been si 


should be fied with the State Dept. of Health prior to burial, cremation, or removo' 


Page 4 moy be retained by the hospital or attending physicion. 


TO FUNERAL DIRECTOR: 
director, page 3 should be detached for use os the b 


TO HOSPITAL OR ATTENDING PHYSICIAN 


VR AIS (4) 
20 M 1/66 


Jl 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


044598 CERTIFICATE OF DEATH 04500 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, if institutian: Residence before odmission) 
0. COUNTY TATE TY 
Allegany MARYLAND Maryland art egany 
B. CITY OR TOWN (if outside corporote limits, © LENGTH OF STAY IN Tb © CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
wits Sy, nearest town) 2 
rostourg Lonaconing ZI 
d. NAME OF HOSPITAL OR INSTITUTION (if nat in haspital, give street address) a. STREET ADDRESS @. ee 
Miners Hospital West Main Street ves [] no KX 
3 itd First Middle lost 4 DaTE Month Doy Year 
Type ar pint) CATHERINE Cc. PENDLEBURY peated 4/12/1967 19 
= SEK 6 COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [7] ] 8. DATE OF BIRTH 9. AGE (in yeors [_IFUNDER I YEAR | IF UNDER 24 HRS, 
4 irthdoy) | Months | Doys [ Hours | Min 
Female| White | wow CX — ovore CF} Sept, 19.188 YS. 
100. USUAL OCCUPATION (Give kind of wark done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {Caunty & State, ar fareign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY gan’ 
Housewd Lonaconing , Md 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Thomas Wilson 
tS. WAS DECEASED ai U.S. ARMED FORCES? |" SOCIAL SECURITY NO. 


(Yes, na, cree if yes give war ar dates af service)} 


18. CAUSE OF DEATH (Enter anly ane couse per ling-for (0), (b). oad (c).) 
PART |. DEATH WAS CAUSED BY: 4 shf VA 


IMMEDIATE CAUSE (a) 
00 1S DUE TO 
Conditions, if ony, which gave ) 
tise to immediate cause (0), DUE To 
stoting the underlying couse 
7a a @ 
zx | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o) 19. Rear 
= ble, — ves] No Ba 
| 200, ACCIDENT WAS UNDERLYING 2b. DESCRIBE HOW ers (Enter nature af injury in Part | ar Part Il of item 18.) 
& | OR CONTRIBUTING C1] CAUSE OF DEATH 
% {IF EITHER, NOTIFY MEDICAL EXAMINER) 
S [0c TIME OF INJURY Month, Day, Year Od. INJURY OCCURRED -T 20e. PLACE OF INJURY (Home, farm, | 20f. — {City or town) (County) (Stote) 
= Haur a.m. While Not Whi factory, see, offeBld, ec] 
ot work at work 


19 , and that death occurred at¢." ©SM/trom causes ond on the date stated above. 
2b. DAE SIGNGD 


21. I certify that (1) (this haspital) ie the deceased from Ff hs We 2, to, ZLC2-__, 1967, that (I) (we) last 


saw the deceased alive an 


os ATTENDING MED. STAFF 
‘ MD. PHYS, B4 oirector CO pays. O 
7d. ADDRESS 


‘Yc. PHYSICIAN'S 


NaMe(Iype) Martin Rothstein Frostburg, Md, 
23a. BURIAL, CREMATION, 2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 


= REMOVAL (Specify) fy 19 b 7 i f é Frosees yD 
24. FUNERAL DIRECTOR ADORE fai 280. REC'D BY REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
GEORGE EICHHORN Lonaconing, MD. WS omnbng \udeghe 


7 7 


MARYLAND STATE DEPARTMENT OF HEALTH 
| Divisian af STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04493 CERTIFICATE OF DEATH 04504 


ore 
33 3 ]. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) 
mA SOS a. COUNTY a. STATE, ' b. COUNTY 
Pee ss ALLEGANY MARYLAND Maryland: . ALLEGANY 
+s 2. 3s b. CY PTE # autside carparate limits, c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside carparate limits, write RURAL ond give nearest tawn) 
a = al it tt 
oes) ie i oe 60 YRS, CUMBERLAND / 
@ 2% ef a, NAME mF HOSPITAL OR INSTITUTION (if nat in hospital, give street address) d, STREET ADDRESS @ RRSDECE * 
= = 7 
S Bee 5/|SACRED HEART 20 Wineow St, ves (] no [X] 
= S87 y °- NAME OF First Middle Tost © DATE Month Day Year 
ed 3 25 I (Type or print) ESTHER, Leona y Pennell DEATH O4- 18 1967 
2 Ee [B. SEX 6 COLOR OR RACE 7. MARRIED [] NEVER MARRIED [_]| B DATE OF BIRTH HAGE oa TFUNDER TVERR FUNDER sss 
M ts) jonths ays fours. . 
Ee FEMALE WHITE wiowen XX ——ovorceo []] 6=8-98 aly " ™ 
2 =o 2 Tha, USUAL OCCUPATION (Give Kind of — T0b. na OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign cauntry} 12, COIZEN OF WAT 
sz ac LaMar arg aw le FROSTBURG, MD : 
2 ssc ° (ZY. ’ . 
r=) ee, 7 
2 gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= ass GREENBetayY TWIGG ISABELLA ( KLIPASTEIN) 
s 2 Y ; 
£ 2 2 TS. WAS DECEASED EVER INU'S. ARMED FORCES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
8 Be 5 Wegarage erkrawn] peat 220-16-7004 HOSPITAL RECORD ~ 5 
< 
= = ae 18. CAUSE OF DEATH {Enter anly one cause per line for (a), {b), and (c)) es, Sindy 
= = ee PART |. DEATH WAS CAUSED BY: i Al 
fot sae IMMEDIATE CAUSE (0) COMBE st ive heart failure ben 
eae : DUE To i i 10 
Split ri#osclerotic heart disease yrse 
& a Ee Canditions, if any, which gave {b) Arteri# 
ee. 225 rise ta immediate cause (0), 
ca . - : 
fea ces oa the underlying couse (MT Chronic myocardial ischemia 
25 oss st {) 
S202,8 
B.S PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATY BUT T RELAIED To THE TER AL DISEASE, CONDITION GIVEN IW BART J() 19. WAS AUTOPSY 
ZSEse /|8| Diabetes mellitussGenerattred arteriosc Beh es Reape s: 
oe. ee s 
Zs 252 = [ 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part fl of item 18.) 
Se Ee | OR CONTRIBUTING LICAUSE OF DEATH None 
ARESS © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Sf nse S [20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, ] 208. (City or town) (County) (State) 
2s ee 2 Hour a.m. While Nat While t=] factary, street, office bldg., etc.) 
a a pee Ba Ear ee Pa 
Z>S8es 7 : ; 
35 a 21. | certify that (I) (this al qtenigt: E the wero 4 B ~?, 19_=! that (I) (we) last 
r) ee es sa deceased alive on_OPU'! '2s 19 , and that death accurred at ‘M, fram causes and an the date stated abave. 
e's Le 
safest 7a. SIGNATURE mn 2 PTE ape 
= = = Raita” Sa ae, ATTENDING STAFF K-16 
a leo ; MD. bier Cts O 
SOf528 = 
2 S= “TAC. PHYSICIAN'S ADDRESS 
= 2s ae } NAME\Type) James P. Hadlinan M.D. Tig Bedford St.., Cumberland, Md. 
a -Sse5 / 
cS} 3 Ses [ze BURIAL, CREMATION, 3b. DATE THEREOF 73c,_ NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City ar Town) (County) ee 
oe 2°" (t Breen) 4/21/67 Hiklerest Burial Park Cumberland, AtLegany id. 
2 


n 
a5 
is 

= 


ih \ 2. i, DIRECTOR a. id 28a. REC'D BY REGISTRAR - REGISTRAR'S SIGNATURE 
. Wayne George Cumberland, y 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


{ i 
94500 CERTIFICATE OF DEATH 0 4502 
|, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before odmission) 


— 


< oP 
So) oe 
o S58 
‘ ie S-3 a. COUNTY ALLEGANY aeiae °TARYLAND b. COUNTY 
285 b. civ OR TOWN a outside eat c. LENGTH OF STAY IN Tb ©. CY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
-—sov write and give nearest tawn) 
Be 3 MBERLAND 3 HRS. CUMBERLAND 2, 
eye = d. NAME OF HOSPITAL OR INSTITUTION (IF nat in hospital, give street address) d. STREET ADDRESS 0. RESIDENCE 
g ? 
E Es MEMORIAL HOSPITA 35 ARCH ST. ves ] no) 
5 “Ae Br ae ie First Middle Last 4. DATE Manth Day Year 
; OF 
= Sse (Type or print) BABY Boy #9 RECKLEY DEATH APRIL 
2 Fe $ 5. SEX 6 COLOR OR RACE 7. MARRIED [-] NEVER MARRIED B. DATE OF BIRTH 9. AGE Tn yeors JEDNDER TEAR La, 
io anths jays: lqurs 1. 
g &s> MALE | WHITE widows ©] oworctd []/ APRIL 19-1967 3 HAR : : 
ed 
2 5 fe i Tob. XO. BUSINESS OR 11. BIRTHPLACE (County 8 State, ar fareign country) 12. cHTZEN OF WHAT 
oe INDUSTRY COUNTRY? 
2 882 CUMBERLAND, MD. pete As 
£ gas 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
= £es 
See WALTER RECKLEY ARBACHASAY, PATRICIA 
« £ 2 1S. WAS DECEASED EVER INUS. ARMED FORCES? ‘16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
3 SE 5 (Yes, no, orunknawn) |(If yes give war ar dates of service MEMOR 1 AL Hos Pl TAL CUMBERLAND Mp 
ae A “2 » MU, 
= soe 18. CAUSE OF DEATH (Enter only one cause per line for (0), (b), ond (¢).) INTERVAL BETWEEN 
co Sete PART |. DEATH WAS CAUSED BY: ss ONSET AND DEATH 
£e 75s vp 9 IMMEDIATE CAUSE (0) 
mee SS 7 DUE TO 
ysyplts 
Z¢e2os Canditions, if ony, which gave -—lo nt & 
36.555 rise ta immediate cause (a), nae p Aas 
ome od stating the underlying couse 
3:5 34 s last. ) (3) 
SEBL5 — 
S £ gee = | PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
Ev egs és es 
“Pee S vs [] No (et 
25 252 = [200. ACCIDENT WAS UNDERLYING CI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Part Il of item 1B.) 
Seay: |e|enerMiraunnae 
Boag 0. ‘4 7 
pees S | 20c. TIME, OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, farm, | 20f. (City ar town) (County) (State) 
pee? 2 Haur “a.m. While p Not While factary, street, affice bldg,, etc.) 
la oa 2 p.m. 19 ot work L) atwark L) 
Ss ae 21. | certify that (I) (this haspital) attended the deceased fram______ 49: AGM, ——_—_____. 19__, that (|) (we) last 
ae ese saw the deceased alive an 19 , and that death accurred at M, fram causes and an the date stated abave. 
@ <3 ha aD oe [ : ATTENDING MED. STAFF TADATESED 
Ss# oes mo. Pais CA bree OO os O] 4-2/-67 
2208 Tc. PHYSICIAN'S 22d. ADDRESS 
EZs°c:s nane(yee) DR, ABDUL HASHIM CUMBERLAND, MD. 
a GS-5 
$ 23 ia 20. BURIAL CREATION) 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town) (County) (State) 
ee fs EMOVAL [Speci 
ee os%, 4-22-67 Ene AL Hospital. CumBeRLAnd LLESAMY path VLasD 
24. FUNERAL DIRECTOR G ADDR 25a, RECD BY REGISTRAR 25b. REGISTRAR'S SIGNATURE 
VR AIS (4) 
25M 1/67 . oa MAY 1 fhonles Judge 
AVIA 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94503 CERTIFICATE OF DEATH J 
T. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if al 4384——— 


2 ONY ALLEGANY weno || MARYLAND SOW" ALLEGANY 
b. CITY OR TOWN (If autside carporate limits, c. LENGTH OF STAY IN 1b «CITY OR TOWN (If outside corporote limits, write RURAL and give nearest tawn) 
‘COMBE R CANE" b HRS. 25 MIN. CUMBERLAND 
d. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address) d. STREET ADDRESS e RESIDENCE 
MEMORIAL HOSPITAL 35 ARCH ST. vs (} NOC] 
. NAME OF First Middle Lost F DATE Month 0 Year 


n popers. Poges | and 2 


, cremation, or removol, and in ony event, within 72 haurs after death. 


tieorprn) Ss BABY _—- BOY B RECKLEY | 4 APRIL » 67 
S. SEX 6. COLOR DR RACE | 7. MARRIED [7] NEVER MARRIED B. DATE OF BIRTH D ines! 2b LIFUNDER | YEAR TIF UNDER 24 HRS. 
MALE WHITE} wicowt [) oworcto (| 4-19-67 day) ee) Min, 


10a. USUAL DCCUPATION (Give kind af wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN OF WHAT 


mpletely filled in by the f 


g 


en pleose rem 


during most of working life, even if retired) INDUSTRY CUMB E R LA ND MD U COUNRRY ? 
> . ° e 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
WALTER RECKLEY ARBACHASAY, PATRICIA 
i WAS. Agee =i US. ARMED sey Fi 16. SDCIAL SECURITY NO. 17. INFORMANT Address 
(Yes, na, or unknawn) {If yes give wor or dates af service] MEMOR I AL HOSP | TAL CUMBE RLAND, MD, 


18. CAUSE OF DEATH (Enter only one cause per line far (a), (b), and (¢}.) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: . ONSET AND DEATH 
IMMEDIATE CAUSE (a) 


DUE 10 


Conditions, if ony, which gave 
tise to immediate cause (a), Tikex = ott: 


physician ond 


-tronsit permit. Th 


gned by the attending 


stating the underlying cause 
Bi, arr aes 


PART II. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) I WAS AUTOPSY 


PERFORMED? 


yes [} No [G4 


20a. ACCIDENT WAS UNDERLYING [3 ‘0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part II of item 18.) 
OR CONTRIBUTING CICAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED Oe. PLACE OF INJURY (Home, farm, | 208 (City or town) (County) (State) 
Haur ‘a.m. While oltre factory, street, affice bldg., etc.) 
p.m. \9 pri Eller. 


. Leertify that (I) (this haspital) attended the — from_______, 194.335 AM, 19__, that (I) (we) fast 
saw the deceased alive an. 19____, and that death accurred at M, fram causes and an the date stated abave. 
a, SIGNATURE F : be can 226, DATE SIGNED 
Ae MD. PHYS. bi DIRECTOR ews, OO] 4 -.2/-G Z 
ic. PHYSICIAN'S : 224, ADDR 


Nate) DR, ABDUL HASHIM CUMBERLAND, ac 


‘23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town} (County) (State) 


Z-22-6 0 z CAA VNARVLAND 
Wo. RECD BY REGISTRAR . REGISTRAR'S SIGNATURE 


oMAY 1 1967 


MEDICAL CERTIFICATION 


je 3 should be detached for use os the bur 
d with the State Dept. of Health prior to buri 


et 


i 


i 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificote has been si 


director, pot 
should be fi 
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MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL ee AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


ogsoo me © eeptieteaTé OF DEATH 04504 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) 
a. COUNTY . STATE b. COUNTY 
ALLEGANY mone NE De ALLEGANY 


b. CITY OR TOWN (If autside carparate limits, ¢. LENGTH OF STAY IN 1b CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 


write RURAL ond give neorest town} 46 YR 
MBERLAND 5. LA, VALE, MD. or) 
d. NAME OF HOSPITAL OR INSTITUTION {If nat in haspital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 


SACRED HEART HOSPITAL er res C1 w0 6 


3. NAME OF First Middle Lost 4. DATE Manth Doy Year 
ECEASED f OOF 
PEED ALSTON H. ROBINETTE Sia O4~ 12 19 67 
S. SEX 6, COLOR OR RACE 7. MARRIED [79 NEVER MARRIED [_]] 8. DATE OF BIRTH 9. ie (a eon IEUNDEE] YEAR TF UNDER 24 HRS. 
gst birthdo: lanths lays Min. 
MALE WHITE wioow [] oworcio [}} 6=22-94/ 1800 2 71 os y 
100. USUAL OCCUPATIOL ie kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar foreign country) 12. oe ior WHAT 


RERCY'SPRINGFTELD TIRE ¢o."PTRE BUILDERS | KEYSER, W. VA, 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
OHN H. ROBINETTE (0A ( BORKKANB MORELAND 


th hae at ity US. ARMED. ae f ie) 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
es, inknawn, yes give war ar dates af service 
ves’ 214-07-0193 SHH RECORD 


18 CAUSE OF DEATH (Enter only ane cause per line far (a), (b), and (c).) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: her, Opa ONSETLAND DEATH 
IMMEDIATE CAUSE (a) ct 
DUE TO 


Canditians, if any, which gave b) Py le TL Lb. 


rise ta immediate cause (0), 
stating the underlying couse 
last. 


PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


the funergl ° 
ages | ai 


aurs after dea 


papers 


physician and campletely filjadein 
lease remave carba' 


en pl 


th 


19. WAS AUTOPSY 
PERFORMED? 


yess] no 1) 


‘20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il af item 18.) 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, 20. (City ar tawn) (County) (State) 
Kaur a.m. While eee factory, street, affice bldg. etc.) 
at work L] at wark 
ml 7 that (1) (this —") attended the A from_3—27— 9G 2, ta Y= 7 2— _, 19 Z, that (1) (we) last 
sow the deceased alive ane oa and that death accurred at M, fram causes and an the date stated abave. 


To, SIGNATURE ee SIGNED 
oO 


After this certificate has been signed by the attendin 
MEDICAL CERTIFICATION 


a ATTENDING STAFF 


‘ : MD. _ PHYS. DIRECTOR PHYS. 3 G7 
He. PHYSICIAN'S 22d. ADDRESS 
“anette 77, pres "E SY. a babeutad Mel 


Ba. ae ete ‘2b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ‘Bd. LOCATION (City or Tawn) (County) (State) 
8 
SHREK, 4f15f6 ON MEMORTAT. “Dar CUMBERLAND ,MD. 


24. FUNES ADDRESS = ‘2Sa. REC'D BY REGISTRAR 2Sb. REGISTRAR'S SIGNATURE 
OLPEON KIGHT CUMBERLAND, MD. onAPR . 0 


shauld be fed with the State Dept. af Health priar to burial, crematian, ar remaval, and in any event, wit 


directar, page 3 shauld be detached far use as the burial-transit permit. 


Page 4 may be retained by the haspital ar attending physician. 


TO FUNERAL DIRECTOR: 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


[ube 94503 2, é; ae OF DEATH 04505 


1, PLACE OF DEATH =~ || 2, USUAL RESIDENCE (Where deceosed lived, If institution: Residence before edmission) 
a. COUNTY All 2. STATE a b. COUNTY 
egany MARYLAND arylan Alle 
Lie =e 4 ete 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN1b || c. CITY OR TOWN (lf ee and limits, write RURAL and give nee 
write RURAL and give nearest town) 


Westernport Westernport _ : J 


"d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ‘d. STREET ADDRESS @. IS RESIDENCE 
ON A FARM? 


__301 Hammond Street | 301 Hammond Street __| "O° bd. 
First Middle | 4, DATE Month Dey feet 
DECEASED ees, 
(Type or print) Walter Gerald Root | DEATH 1 23 19 
IF UNDERT YEAR 


5: SER Ly 6. COLOR OR RACE) 7 ED Pt .RRIED B. DATEOFBIRTH = 9. AGE (In years IF UNDER 24 
7. MARRIED [_] NEVER MARRIED [_] tas bithésy) | Honthe] Des ialuae 


Male White | wirowe g] _ oivorceo June 7, 1909 57 


10a. USUAL OCCUPATION (Give kind of work TOb. KIND OF BUSINESS OR INDUSTRY | 11. “IRTHPLACE (County & State, or foreign country) 
done during most of working | ‘on if retired) | 


Salesman Brewing Co D. 
13. FATHER'S NAME . an 8 i cs ee Ae tn PN 


Duncan Walter Root | Lillie Coburn _ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECUR 17. INFORMANT ~ Address 
(Yes, no, or unkown) i ii 


yes 214-05-8553| Carolyn Rogt, —Haabarnyars. pe 
1B. CAUSE OF DEATH [Enter ¢ only one caus er line for (e), (b), end {c).] 
PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 7 
DUE TO 
Conditions, if any, which (b) 
geve rise to Immediate couse 
(e), steting the underlying 
cause last. 5 


by the fd 


and 
death} 


1 
after 


hou! 


12, CITIZEN OF WHAT COUNTRY? 


Then please remove carbon papers."Pa 


EEE —— 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 1 TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e){ 19. WAS Ae 
eae ee eS eee Ml 


yes [] NO 


202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. [Enter nature of injury in Part ¥ or Pari Il of item 1B.) 
OR CONTRIBUTING [-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,» 201. (City or town) {County) {Stote} 
inti Mier ea aecal fectory, street, office bldg., etc.) | 


19 et work et work | 


spital) attended the deceased from. ; ai. 3. 1942, that (1) (we) last 


ba and that death occured ALF, from is causes and on the date stated above, 
22b. DATE 


ATTENDING MED. STAFF IGNED 
mp, | PHYS. w piREcTOR [_} Pe st F-26L) 


22d, ADORESS 


fc. A'S 7 
NAME i e) 
Robert W. BeSs, Jr. _.Ashfield St. Piedmont, W.Va. 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF r ic. NAME OF CEMETERY OR CREMATORY lak LOCATION {City, town or county) (Stete) 


“Burtal | Apr. 26/67 Philos Cem 


24 FUNERAL DIRECTOR'S S|GNATURE ADDRESS: 25a. REC’D BY REGISTRAI 2 TBARS SIGNATURE 


sy. SPA Ly Piedmont, W.Va. jomAPR 28 1967 


After this certificate has been signed by the attending physician and completely » 


MEDICAL CERTIFICATION 


@ retained by the hospital or attending physician. 
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CTOR: 
should be detached for use as the burial-transit permit. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 7: 


TO HOSPITAL & 
death. Page 4 
> TO FUNERAL 
director, page 3 


< 
B 
a 
ES 


a 
= 
E 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Mati ty | 
SNe CERTIFICATE OF DEATH J 
as 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
. Chea a. STATE D.COUNTY 5 
( Allegany MARYLAND Maryland llegany 
nA : b. CITY OR TOWN (if outside corporate fImits, c. LENGTH OF STAY IN 1b ||'c. CITY OR TOWN (If outside corporate limits, write RURAL ‘and give nearest town) 
write RURAL and give nearest town) 
= 8 Cumberland 10 years Cumberland iA 
gin d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS ¢. 1S RESIDENCE 
2 Sm 4 
= 24% Clement Street 24 Clement Street yes] nol 
3. NAME OF First Middle Last 4. DATE Month Day ‘Year 
DECEASED OF 
(ype or print) Mary Amanda Ross | DEATH April 29 _19 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED[-]| ® DATE OF BIRTH 9. AGE (in years FUNDER TEAR FUNDER 24HRS. 
ay) [Months | Di H Min. 
Female White winoweo f oivorcen[-]| March 14, 1878 | 8g yf Maa aa 


TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
eae pee? COUNTRY? 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


ousewife n Home Piney Grove, Md. USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
dames H, Norris Mary Frances Hunsucker 
15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyesuive war or dates of service) A é 
no none My. Marvin Ross, Wiley Ford,W. Va. 
18. CAUSE DF DEATH [Enter only one cause per line for (a), (D), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: GfZ2 ae. ~_-* ONSEJ AND DEATH 


IMMEDIATE CAUSE (a). 4e7 Ge 


DUE TO a Ao 
Conditions, If any, which ©) PIAS ee Lee = fees 


gave rise to Immediate 


cause (a), stating the DUE TO J 
underlying cause last. 9 ged Le oe ‘<<| 3 


ed by the attending physician and cq 


d for use as the burial-transit permit. Then please remove 


quires that the death certificate be executed within a hours after death. 


Page 4 may be retained by the hospital or attending physician. 


of Health prior to burial, cremation, or removal, and in any evs 


3 
s 
S 
263 
25 8 
SEE & | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTANG TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. WAS AUTOPSY 
cs) bE 
esses 7/8 ves] 0 0) 
2S 5 = | 20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part I or Part Il of Item 18.) 
FS) 
5 & | OR CONTRIBUTING [} CAUSE OF DEATH 
Sf. © | (IF EITHER, NOTIFY MEDIGAL EXAMINER) 
2 3 | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED )20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtatey 
. a Hour a.m. While — Not While factory, street, office bidg., etc.) 
£ = p.m. 19 at work at work 1B 
= 


AUN, 195U to Shr FF, 1946 7 that (I) (we) last 


jat death occurred at_____M, from the causes and on the date stated above. 
22b. DATE SIGNED 


‘ et MD. ae PAYS. ol Apr.29,1967 
ESS 
irg. 


21. I certify that (I) (this hospital) attended the deceased from 
saw the deceased alive o 128 19GZ and 


22a, SIGNATURE 


filed with the State Dept. 


22c. PHYSICIAN'S 22d. _ Al 


tor, page 3 should be detache 


TO HOSPITAL q = PHYSICIAN: 


TO FUNERAL DIRECTOR: 


° ih 
ue / NAME (Type) Ty. Clay E. Durrett,M.D. 356 inia Aye., Cumberland ,Md. 
23 2a. BURIAL, CREMATION, 23D. DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate) 
Ei REMOVAL (Specify) 
V urial May 2, 1967 |Dawson Cemetery Dawson, Md. 
a \ 24, FUNERAL DIRECTOR i ADDRESS 25a. MA? ii 1S Sb. REGISTRAR’S SIGNATURE 
ee PUN ames F,. Scarpelli, Cumberland, Md. 1 ity Sects 
15M 4-64 BATE: 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


Adee CERTIFICATE OF DEATH 04506 


~ PLACE OF DEATH 7, USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 
0. COUNTY o. STATE b. COUNTY 
ALLEGANY MARYLANO ARYLAND ALLEGANY 


b. CITY OR TOWN {If outside corporote limits, c LENGTH OF STAY IN Ib « CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town) 
write RURAL and give nearest tawn) 
RLAND, MD Wy 


MBERLAND DA 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS e. TS RESIDENC 
ON A FARM? 


. MEMORIAL HOSPITAL 38 SOUTH ST. ves [) no &) 
NAME OF First Middle Lost 4, DATE Month Ooy ‘Year 


type or pn) JOHN A. SCHULTZ | beam APRIL 3 » 67 


. SEX 6. COLOR OR RACE 7, MARRIED [_] NEVER MARRIED | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER | YEAR_{ IF UNDER 24 HRS. 


y the funera 


pers. Pages | g 


pai 


|, and in any event, within72 haurs after de 


Ps a pees i ee [oer | 


100. USUAL OCCUPATION (Give kind of work done \0b. KIND OF BUSINESS OR 1] BIRTHPLACE {County & State, or foreign country) 12. CITIZEN OF WHAT 


suggest tans He pen RIA WoUsTRY PaTLROAD | CUMBERLAND, MD. Se! US eke 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


FRANK SCHULTZ BERTHA KOODERMAN  KOPLEIN 


15. ere eal aseele eS ns 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
Ce Re eee Crees MEMORIAL HOSPITAL CUMBERLAND, MO. 


18 CAUSE OF DEATH (Enter only one couse per line for (0), by Aine :)) % Ly f PF TERVAL BETWEEN 
ao leg 


PART |. DEATH WAS CAUSED BY: at) wi \Qnstt § D DEATH 
< _ y/ IMMEDIATE CAUSE (0) f giiLtLe Que. 


DUE TO / AS 
Conditions, if any, which gave (6) I 


lease remave carban 


en pi 


Tansit permit. Thi 
crematian, ar remava' 


rise to immediote cause {0}, 
stating the underlying cause OUE TO 
lost. : a ( 


PART Il. OTHER SIGNIFICANT Salley, CONTRIBUTING TO DEATH BUT NOT RELATED TO THE hpi DISEAS| OY VEN IN PART yiuy 19. WAS AUTOPSY 
d AN ete 
CSHB pa cc PY 


200. ACCIDENT WAS UNDERLYING CL) 20b. OESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
0. na OF INJURY Month, Doy, Year 20d. INJURY OCCURRED 20¢. PLACE OF INJURY (Hame, form, 20f. (City or tawn) {County) {State} 
Haur a.m. While Not While factory, street, affice bldg., etc.) 
19 at wark 0 at wark Oo 


2.1 certify that (I} (this haspital} attended the deceqsed fram___--— =, “I, tr 2 ed 19 2/, that (I) (we} last 
saw the decedéed alive an__2- CCA ein id that death aula fram €auses and an the date stated abave. 


| 2, DRIESIOND 
2 ad ATTENDING NAMED. STAFF 
tH £Lig—Cet mo. phys, eed oirecron CL) pais. 


PHYSICIAN’ 22d. ADDRESS 


[JAN'S 
nane(iype) DRe So. Ge WEISMAN 59 GREENE ST. CUMBERLAND MD. 
230. BURIAL, CREMATION, 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City or Tawn) (County) (State) 
Buogre app 6 11967 |SS.PETER & PAUL CEMETERY CUMBERLAND ,MD.-ALLEGANY 


2 NI DIRECTOR 2a. REC'D BY REGISTRAR ‘25b. REGISTRAR'S SIGNATURE 
we a SOREL ScaMPELL FONGGAL IMS ug, lene ey | poleedas Ooc 


0 4) 


After this certificate has been signed by the attending physician and completely filled in b 
MEDICAL CERTIFICATION 


Sige, be filed with the State Dept. of Health priar ta burial 
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director, page 3 shauld be detached for use as the buri 


= TO FUNERAL DIRECTOR: 


MARYLAND STATE DEPARTMENT OF HEALTH 


- 1 Zousag te of tsa RES ct Ene e eayeic; 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 

x ibe} h “il , ERTIFICATE OF DEATH _—— 
$ BE CLA. PUG oF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence inission) 7 
3 oy a. COUNTY o. STATE NTY / 
See ALLEGANY MARYLAND WEST VIRGINTR 
€ 2385 B. iTV BR TOWN (If outside carparate limits, © LENGTH OF STAY IN Ib © CITY DR IDWN (If outside corparate limits, write RURAL ond give nearest tawn) 

= 8a st town) 

g Bes ‘COMBEREAND 14 DAYS SPRINGFIELD SS, 
£ eft d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS @. 15 RESIDENC 
Ss ae ON A FARM? 
“ 3s MEMORIAL HOSPITAL vss C] no 
=e ce 3. NAME OF First Middle Lost | 4 Dare Month Day Year 

F 
= $25 ee CLAUDE E. SHANHOL TZ hm APRIL 3. 
s Be a 5 SEX 6 COLOR OR RACE | 7. MARRIED J] NEVER MARRIED [—]] 8. DATE OF BIRTH 9%. AGE Tn a IF ORDER YEAR TF UNDE eS 
a 10" janths it) 3 
ee = MALE WHITE | wows pworeo []] 3a23~ a dy Vai (5 
o, Btere To. USUAL OCCUPATION (Give kind of wark dane Tob. KIND OF BUSINESS OR 11. BIRTHPLACE (Cauni —— aT Tz. CITIZEN OF WHAT 
as es during a lite, even ile) a. INOUYE etl COUNTRY ? 
ss i gl i RW WES ? 

2 83é Farmer ad T_ VIRGINIA Bese AS 
& Bes 73. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= Ss BRITIAN SHANHOLTZ CROOK, MARY JANE 

= 
- s TS. WAS DECEASED EVER IN USS. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17, INFORMANT 
3 (Yes, vet unknown) [{If yes give war or dotes af service} aa MEMOR 1 AL HOSP . TAL, ou ae AN dD, MD, 
3 
2 1B. CAUSE OF DEATH (Enter only one cause peng for (a), fb). ond WS Le INTERVAL BETWEEN 
= PART I. DEATH WAS CAUSED BY: ' ONSET AND DEATH 
= IMMEDIATE CAUSE (hme a4 AX 
oe 4-2 / DUE 

B fo To 0 f 
= Conditions, if any, which gave 4C-LE 3 a ie SZ fi. LS 
ck tise to immediote couse (0), ft. P EEE ZL = 

2 stating the underlying couse 
z eats ee. 3) 
.; PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o) 19. WAS AUTOPSY 
2 —eeeee PERFORMED? 
as ; ; yes] nD (4 


200. ACCIDENT WAS UNDERLYING LC] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in ree lor sl Il of item 7B.) oo 
OR CONTRIBUTING C) CAUSE OF DEATH “~~ ] 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


0. ca OF INJURY Manth, Day, Year ‘20d. INJURY OCCURRED {City or town) (County) {Stote), 
jour a.m. Whil Nat While_ ” factory, street, office bldg, etc.) / EE 
tong “work LI fh hy, Ls 

a. I city that (I) {this iia ded e deceased from tok Ge WRecot ere 19__/, that (I) {awe} last 

_sawThe derpgs6@ alive on. a Aes 19 , and that Aeayft occurred at. M, frém causes and an the ~ tated abave. 


(CY ade 4; wD PHYS 1 Coos ol Yee ie 


22d. ADDRESS 


MEDICAL CERTIFICATION 


shauld be fied with the State Dept. of Health priar ta burial, crematian, or remava' 


Page 4 may be retained by the haspital ar attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendi 
director, page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


/ Nay pete DR. Re J WILLIAMS CUMBERLAND, MD. 
22a, BURIAL CREMATION, 3b. DATE THEREOF Tac, NAME OF CEMETERY OR CREMATORY Td. LOCATION (City or Town) (Gunty) (State) 
Bae. 4-6-67 Forest Glen Greenspring Hampshire, W,Ve 
ae 74, FUNERAL DIRECTOR ‘ADDRESS 25a. RECD BY REGISTRAR 25b, REGISTRAR'S SIGNATURE 
RAIS (4) } 


At Ake i [Gere w, Ua oWAPR 12 1964 Ke ate AA 
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ed in by the funeral 
. Pages 


FRE 72iho 


lease remave carfan paper 


‘ansit permit. Then 
Tematian, or remaval, and in any event{ wi 


After this certificate has been signed by the attending physician and completel, 


shauld be filed with the State Dept. af Health priar ta bur 


Page 4 may be retained by the haspital ar attending physician. 
directar, page 3 should be detached far use as the buri 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


TO FUNERAL DIRECTOR 


3s 
=> 
Z 


rd.2 
urs af, = 
7 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94507 CERTIFICATE OF DEATH 04508 


|. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 


o. COUNTY o. STATE b. COUNTY 
ALLEGANY MARyLANo MARYLAND ALLEGANY 
b. CITY OR TOWN {if outside corporote limits, ¢. LENGTH OF STAY IN 1b «. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 


wite ROPE ARB ERE AND 5 Days CUMBERLAND v 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street oddress) d. STREET ADDRESS 8. IS RESIDENCE 


MEMORIAL HOSPITAL 4093 Bedford Street 


NAME OF First Middle Lost 4, BATE Month 
ese LUTHER M SHOBE oe APRIL 
$. SEX 6. COLOR OR RACE 7. MARRIED KX] NEVER MARRIED [_]| 8, DAIEOF BIRTH 9. AGE (In tHe 
lgst.birthdoy) 


MALE WHITE | wwow pworcen F]| 4-507 al 
Tbe USUAL OCCUPATION [Give Kind of work done] TOb. KIND OF BUSINES OR TI. BRTHPIACE (County & Stote,or foreign country) T2 CITIZEN OF WHAT 


aoe most of working life, even if retired) INDUSTRY COUNTRY, 
FE ee ae alr Maorecs Gon PETERSBURG,W.VA, ners A 
3 FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


CHARLES SHOBE LBESRHE SS Bes R 
MOLLIE HEDRICK 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 4 16. SOCIAL SECURITY NO. 17, INFORMANT Address 


yeaa io Spe) 1, 1-288 MEMORIAL HOSPITAL CUMBERLAN D, MD. 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (cd) INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: b,; . ONSET AND DEATH 
IMMEDIATE CAUSE (0) . 2 aed Oye) % 


DUE TO 


a 
Conditions, if ony, which gove (b) depp? 4 ij ‘rm 


tise to immediote couse (0), 


stating the underlying couse i gi ner Z fi) 


bs. 


PART Il. OTHER SIGNIFICANT CONDITIONS ac TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. Weer 


ves} no {Z}, 


200. ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING CL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor 20d. INJURY OCCURRED ‘2Qe. PLACE OF INJURY (Home, form, 20f, (City or town) (County) (Stote) 
Hour o.m. eee (el) Not While foctory, street, office bldg., etc.) 
otwork L] ot work Oo 
Ad ry that (1) (this hospital) ottended the deceased from_] 0 [fed : oY. ), thot (I) (we) lost 
saw the deceased olive oZ PL. 962, and that deoth occurred * "5 3 font! couses ond on A date stated abave. 


~ SIGNATURE 7b. DATE SIGNED 
coe f ATTENDING 
MD. PHYS, 


me fete, «=O SOR. VAN OORMER 4 PES CENTRE ST. CUMBERLAND, MD, 


To. BURIAL, CREMATION, | 23b. DATE THEREOF Bc. NAME OF CEMETERY OR CREMATORY 73a. LOCATION (City or Town} (County) (rote) 
REMOVAL (Specify) Park 
B 10/6 Hillerest Burial ua Cumbe any Mary and 


TH, FUNERAL DIRECTOR . ‘ADDRESS GIS aarp 
H, Lee Silcox Cumberland Maryland Q APR ti {667 bg 2 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94568 CERTIFICATE OF DEATH 04509 


T. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceased lived, if institution: Residence before Saeaeh 
_ SQUNTY STAT b. 
“AUEGANY MARYLAND, 0ST PENNSYLVANIA? OWN Bedford ¢ 


b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside carparate limits, write RURAL and give nearest town) 


COMBE RLAND™ "” 5MOS. 3 WKS HYNDMAN, RURAL 


d. NAME OF HOSPITAL OR INSTITUTION (If not in haspital, give street address) d. STREET ADDRESS e. pal Fels 
MEMORIAL HOSPITAL BOX 270 RT. #1 ves] 80. 


NO 
Bh eas First Medle last 4. DATE Month Day Year 
(Type ar print) MARGIE ARLEVE S 1 MON BEATH APRIL 2 3 9 6 
6. COLOR OR RACE | 7. MARRIED NEVER MARRIED [—]| B. DATE OF BIRTH 9. AG fn yoo TF UNDER 24 ARS, 
t ,bir i 
FEMALE| WHITE wiDoweD i oivorco (| 6-24-21 ae 


ys. 


1Da. USUAL ee eet kind af wark dane 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (Caunty & State, ar fareign country) 12. CITIZEN OF WHAT 
during FE sorking life, even if retired) ORTH IRN? 
HIFE'. sia PA._Dayton U 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME 


WAYNE GRAY TWILA HETRICK 
TS. WAS DECEASED EVER INU. ARMED FORCES? | 16. SOCIAL SECURITY NO. ia INFORMANT Address 


{Yes, no, or unknawn) |(If yes give war ar dates af service)} 
MEMORIAL HOSPI 
1B. CAUSE OF DEATH (Enter only ane cause per line for (a), (b}, and {c).) ry INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: a INSET AN! 
: IMMEDIATE CAUSE (a) 
f DUE 10 pp 4 

Conditions, if any, which gave OAC ‘ AA ' haps of> G 
tise 10 immediate cause (a), DUE TO 
stoting the underlying cause 
RAPS Waa ( 


os 


by the funeral 


Pages | and 2 
irs after death. 


ers. 
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transit permit. Then please remave carbon p 
, cremation, or remaval, and in any event, within 7: 


igned by the attending physician and completely fille 


attending physician. 


200, ACCIDENT WAS UNDERLYING C1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part tl af item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor Dd. INJURY OCCURRED ‘De. PLACE OF INJURY (Home, form, | 2 (Gty or town) (County) (State) 
Haur “a.m, While Not While factory, street, office bldg., etc.) 
pm. atwork LJ arwark_ CJ 


After this certificate has been si 
MEDICAL CERTIFICATION 


directar, page 3 should be detached far use as the b 


. | certify that (1) (this haspital) attended the deceased from. ? = i , 198 /, that (I) we} last 
sow the deceased alive on. % & _@ "]ond that death occurred + Ge WOR GMa? may an the date stated above. 


Ta, SIGNATIRE 726, DATE SIGNED 
Ww Wy ATTENDING MED. STAFF 
‘ d MD. _ PHYS. oirecror [J pays 


7c. PHYSICIAN'S / Td. ADDRESS 
NAME (Type) ? 


Page 4 may be retained by the haspital or 
shauld be filed with the State Dept. af Health priar ta buri 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: 


23a. BURIAL, tea 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY {County} up 
‘i F 
4/26/67 mony Chapek Cem ne. Pa. 


24. FUNERAL DIRECTOR Sa. REC'D BY REGISTRAR 


y H, Wayne George Cumberland, Md. APR 25 1967 
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ith, the State Department af 
thin 72 haurs after death. 


Item 18. Give Pages 1, 2, and 3 ta 
Office alang with form PM3. Page 
-transit permit. File pages la 
, priar ta burial, cremation, or remaval, and in any 


the funeral directar. Page 4 shauld be farwarded ta the Chief Medical Examiner's 


5 may be retained for yaur files. 


necessary, please execute the certificate, writing the ward “pending” in pei 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial 


Health ar its designated agent, 


VR AISME (5) 
6M 1/66 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94509 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 04510 


], PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission) 
0. COUNTY Affegany ievins 0. STATE WO.g Virginia b.COUNY Men 
LAN 


6. CITY OR TOWN (If outside corporote limits, c. LENGTH OF STAY IN Ib « CITY OR TOWN (If outside corporote limits, w*ite RURAL ond give neorest town) 


rite RURAL ond give neorest, town) A 
- bertand. Ridgeley, W. Va 


fi d, STREET ADDRESS |e. & RESIDENCE 
dd. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) STREET ADDRES EEG 


: ; fae 
Memontak Hosp, (0,0,A.) Carpenter's Addition YS 
NAME OF First Middle Lost 4 DATE 
ECEASED . , 
(Type oF print James Richard Stalnaker | beam _ April 
5. SEX 6. COLOR OR RACE 7, MARRIED B. DATE OF BIRTH 9. AGE (I 
HARRIE EEX NEARED TL} iow Weitdon) Mantis] boy 


Male white wioowed [[] bivorceo (] 59 ys 


during most of working life, even if retired) INRY ? 


Textive Plant Beverty, Ww. Va, EBA 


100, USUAL OCCUPATION (Give kind of work done le KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Cokeman Stalnaker Sophia Winkler 


1S. WAS DECEASED EVER IN U.S ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT Aes Comb. Md 
(Yes, no, or unknown) |(If yes give wor or dotes of service’ ° ° 


WoW, #2 214-07-4908 | Mrs. Mildred B. Stalnaker, Shades Lane, 


1B. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (¢).) INTERVAL ETIUeEN 
PART OATH WS EIATE CAUSE (0) CORONARY OCCLUSION Sapper 
‘ t DUE TO 

Conditions, if ony, which gove 

tise to immediote couse (c), CORONARY SCLEROSIS 


stoting the underlying couse 
OS ill mass ae 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0) V9. eer 


yes) No [yl 


200. EXTERNAL CAUSE WAS ‘20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
PRIMARY (_] or CONTRIBUTING C) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 204. (City or town) (County) (Stote) 
Hour o.m. While Not While factory, street, office bldg., etc.) 
p.m. 19 ot work oO ot work oOo 


21. | certify that | tack charge of the remains described abave, held an Autapsy [_], Inspection [X], Inquiry (J, and in my opinion 
death resulted fram: Natural causes [X], Accident [_], Suicide [], Homicide [], Undetermined manner [[] 
- 
CHIEF MEDICAL EXAMINER 
SIGNATURE Li ASSISTANT MEDICAL Sere) Ri, #9 , 
Bakto, Pike 


EXAMINER’ r DEPUTY MEDICAL EXAMINER 
NAME (Type) Benedict Skitarelic, M.D. Address (Street, city, town, or county) Camb, Md. 


230. BURIAL, CREMATION, 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City or Town) (County) (Stote) 


“Buntae” 4/18/6 @ meLery = fbi us eo jl a a 
24, FUNERAL DIRECTOR ADDRESS 280 “D BY REGISTRAL st 
H, Wayne George Cumberfand, Md. nAPR 18 1967 f , a 


MEDICAL CERTIFICATION 


22, DATE SIGNED 
4~L5=67 


ARS one : OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ‘OASTt 


‘= 045120 _ . MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


S 
a 
== Op md 


1, PLACE OF DEATH | 2, USUAL RESIDENCE (Wh eesed lived, If institution: R pfore-admission) 
©. STATE b. COUNTY 


MARYLAND || MARYLAND ALLEGANY  __ 


¢. LENGTH OF STAY IN Ib |/ ¢. CITY OR TOWN (If outside corporete limits, write RURAL end give neerest town) 


| (ZIHLMAN) R.F.D. 1, BOX 228 
| 


| d, STREET ADDRESS e. 1S RESIDENCE 
| 


rector. Page = 


your files. 


ON A FARM? 


FROSTBURG / SSE ey, 
last 4, oa 


after death. 


MINERS HOSPITAL 


r3. NAME OF First Middle 
DECEASED 


Saag HERMAN CONRAD STEELE DEATH APRIL 19 
Me = a vT = PF —* A 
5. SEX 6. COLOR OR RACE)7, married LCINever Marnicp [_] | 8 DATE OF BIRTH ]9. AGE (In yoers |1F UNDER 1 aa tf UNDER 24 Hi 
lest birthdey) [Months| Days | Hours | 


wipowen 5% ovorctn ET ijeieaee 6s. nV ae 9 yrs. | | 


| 10e. USUAL OCCUPATION (Give kind of work | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE’(State or foreign country 12. CHIZEN OF WHAT COUNTRY? 


“RETIRED FARMER = = FARM ‘ME. SAVAGE, MARYLAND | U.S.A. 


/13, FATHER'S NAME 
HERMAN STEELE HELENA HAW. 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


{Yes, no, or unkown) | (Ifyespivewerordetesofservice) 
i 182-01-6140 MR. JAMRS L. STEELE, ZIHLMAN, MD. 


18. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), end (c).) INTERVAL BETWEEN 
ONSET AND DEATH 

PART |. DEATH WAS CAUSED BY; , 
IMMEDIATE CAUSE (e) Cerebral Hemorrhage Hours 


laine 


the ft 
wpte 


the State Department of, 


Dey Yeor 


its designated agent, prior to burial, cremation, or removal, and in any event within 72 


along with form PM3. Page 5 may Be 
-transit permit. File pages 1 and 2 wit 


DUE TO. 


Hypertensive Cardiovascular disease -- 


Conditions, if say, which (b) 
pave tise to immediete couse 


(8), steting the underlying ( CUETO 


cause last. (e) | 


) PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART come WAS AUTOPSY 
‘ PERFORMED? 


| YES NO x 


| Examiner's O} 


20a, “EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Pert t or Part Il of item 18 
PRIMARY [] or CONTRIBUTING C] | 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED 202. PLACE OF INJURY (Home, ferm,  20f, (City or town) (County) (State) 
frais am | While Not While factory, street, office bldg., etc.) 
Jet work et work [| 


MEDICAL CERTIFICATION 


p.m. 19 a! =. Sees eee ee ee 
21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection [XX Inquiry [and in my opinion 
death resulted from: Natural causes [y Accident [_]. Suicide [_], Homicide []. Undetermined manner [_] 
CHIEF MEDICAL EXAMINER il 


TonAnne “s ’ dima abinite Merde: é, 9 p, ASSISTANT MEDICAL EXAMINER Oo DATE SIGNED 
Re itn DEPUTY MEDICAL EXAMINER e;4 Apr aL 5 9 1967 
NAME (Type) Benedict. Skitarelic, MeDg.y ic. cy, town, orcounty) Cumberland, Md. 


32s. BURIAL, CREMATION, | 22b. DATE THEREOF | 22c, NAME OF CEMETERY OR CREMATORY | 22d, LOCATION (City, town, or country) (Stete) 


REMOVAL (Specify) 
RILB, 1967 EC T CEMSTERY ECKHART., 


J HART, __MARYLAND _ 
MME TTTSSe Jinan sOHiRs munamar wohl 1 67" fBlavta nage 


ARILOU_M. SOWERS 60 W.MAIN,FROSTBURG.MB™ 


ate, writing the word “pending” in pencil in Item 18. Give Pages 1, 2, and 3 
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ded to the Chief Medi 


cer 
IRECTOR: Page 3 should be used as a bi 


% 


TO DEPUTY 
please execut, 
4 should be 

TO FUNERAL 
Health or i 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 eer? 


“ CERTIFICATE OF DEATH 
i a4 > at Z, USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before admission) 


eh as a, STATE b. COUNTY 


Allegany MARYLAND ary. and Ailegany 
b. CITY OR TOWN Tif outside perreate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL afd give nearest town) 
write RURAL and give nearest town; Ons 


d. eens HOSPITAL OR INSTITUTION (If not in hospital, give aide address) || d. STREET ADDRESS e. 1S RESIDENCE 


} 


e. — 
id 2 


ON A FARM? 
Pike ves] nol 


. NAME OF First Middie Last 4. DATE Month Day Year 
DECEASED OF 


(Type or print) Rose Mary. la | DEATH 19 
. SEX 6. COLOR OR RACE | 7, MARRIED [_] 8. fat OF BIRTH 3. AGE ait re "4 HRS. 


last birthday) (Months | Oays | Hours 


i wiooweo [| OIVORCEO [_] yrs. 
i GALE copa ion i ve k! ra ofworkdone| 10b. inp OF BUSINESS OR BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


1 Ref rae Des 14, MOTHER'S MA AME 


Leonard 
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we carbon papers. Pag 
event, within 72 hours a 


yas en, Sheemaier Gertrude Hook 
15. WAS DECEASEU EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) alc hie aa service)’ rf 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (0), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (a). 
DUE TO 
Conditions, If any, which w» _Arterisclerotic and coronary Heart Disease 2 years 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (c). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) bal nae AUTOPSY 


ed by the attending physician and completely filled in by 


-transit permit. Then please remo 


FORMEO? 


ves[] No [TX 


20a. ACCIOENT WAS UNDERLYING Az] 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTII /EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 
at work at work 


i attended the deceased from_G_= 30, 19-58, to 1967, that (1) (we) last 
and that death occurred at_L© NM from the causes and on the date stated above. 
22b. ATE SIGNED 


uo SRE" Coe Siro BRE | Heel 67 


22d. ADORESS 


NAME Clype} Ralp h WwW Balli M D 62 St. 


23a, BURIAL, CREMATION,| 23b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Zad. LOCATION (City, town or county) (State) 
REMOVAL (Specify) $8 P 


AOORESS 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 


After this certificate has been si: 


MEDICAL CERTIFICATION 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
should be filed with the State Dept. of Health prior to burlal, cremation, or removal, and in a 


director, page 3 should be detached for use as the burial: 


saci) G |___Louis Stein Inc. 117 Frederick St. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04512 CERTIFICATE OF DEATH 04513 


}. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence before admission) 


2 COUNY ALL EGANY weno | > OA“ MARYLAND » COUNTY ALLEGANY 


b. CITY OR TOWN (If outside corporote limits, «. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside carporote limits, write RURAL ond give neorest town) 
CUMBERLAND 


rs after death. 


ag 


“COWBERCAND °” 2 DAYS a 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in hospital, give street address) d. STREET ADDRESS @. Beane 
MEMORIAL HOSPITAL REAR 50 BOONE ST. v5 L) 10 
3. NAME OF First Middle Lost 4, DATE Month Day Yeor 
CEASED LAURA B. VALENTINE | en APRIL 21, » 67. 
$. SEX 6, COLOR OR RACE 7. MARRIED (x NEVER MARRIED oO ‘ my) oF 32-1890 9. AGE i yeors TFUNDER 1 YEAR _| IF UNDER 24 HRS. 


FEMALE | WHITE wivowed [7] pivorced [J a2 "4 baal 


10. USUAL OCCUPATION ere kind of work done 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar foreign country) 12. CITIZEN OF WHAT 


pS atl INDUSTRY OUNTRX ? 
Sick YOORXKXHMR Penna ee .. Ag 


13. FATHERS NAME 5 14. MOTHER'S MAIDEN NAME 


LEVIN MARTIN AMANDA CRAWFORD 


i WAS eee AY is US. ARMED foneeyt service) 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
es, NO, OF UNKOWN: yes give wor or jotes of service, 
No : None MEMORIAL HOSPITAL - CUMBERLAND, MD. 
18. CAUSE OF DEATH (Enter only one couse per line for (a), (b), ond ue INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 258 AND DEATH 
IMMEDIATE CAUSE (0) 
7A X DUE TO M 
Conditions, if any, which gave Cease dD ys 0 
tise to immediote couse (0), bu oA wall: a 
stoting the underlying couse Bid 


eal a cae aL ee 


PARFAI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE COND! GIVEN IN PART I(a) [ 


b 


ted within 24 haurs after de 


i 


je EXECU 
and completely filled in b 


lease remove carbon papers. 
, ond in any event, within 72 hou: 


sate b 
| 


ph 
en 


|, OF remava 


permit. 


|, cremation 


4 
7 

Zpmuve Incl Grhewe scl ly Cen clo YGen. Qn pes. 

200. ACCIDENT WAS UNDERYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 


OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 20d INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (State) 
Hour *o.m. While Not While foctary, street, affice bldg., etc.) 
pm, 19 oywark LY ‘at work CI 


Z 
2). | certify that (I) (this haspital) g Ythe deceased frgm 0 pe , 19S /that (I) (xe) lost 
i 619 ‘J that death accorred at O54 R Whedses and an the dateAtated a ve. 

22b, DATE SIGHED 


ATTENDING MED. STAFE 
wes) 
. Z MO. Pas a ba orector CI pws, O [4 "2. 
NAC) OR. G. O. HIMM 133 VIRGINIA AVE., CUMBERLAND,M 


730. BURIAL, CREMATION, 3b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d LOCATION (City or Town) (County) (Stote) 
renova specify) 


PERFORMED, 


YES NO Y 


MEDICAL CERTIFICATION 


je 3 should be detached for use as the buriol-transit 


ed with the State Dept. of Health priar to burial 


ft 


pa 
shauld be fi 


ry) bursa DIRECTOR vig 20. Ri REGISTRAR aq ph 
H. Lee Silcox Cumberland, Maryland 21502 DATE APR'O B19 
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directar, 


e. MARYLAND STATE DEPARTMENT OF HEALTH 
a of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


-STATE 04513 MEDICAL EXAMINER’S CERTIFICATE OF DEATH A51 


ayer ay PLAGE BE DEATH ; 2. USUAL RESIDENCE (Where deceased lived, §f institution: Residence before admission) 


: Allegan: MARYLAND Cee Maryland = iegany 


b. CITY DR TDWN (if outside corporate limits, c. LENGTH DF STAY IN 1b |! c. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
write RURAL and give nearest town) 
Midland 


me Alf 
d, NAME OF HDSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS 8. TS RESIDENCE 


920 Gay Street Railroad Street vesL] no) 


. NAME DF First Middle ~ Last 4, DATE Month Day Year 
DECEASED 


OF 
(ype or print) Rutherford Frederick Warnick DEATH April g 1967 
. SEX 6. COLOR OR RACE | 7. WARRIED [] NEVER MARRIED! | 8 DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR |FUNDER 24 HRS, 
J last birthdey) =| Days | Hours Min, 
White WIDOWED [“] Divorced K}| 2 2/25/1903 64. ys. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KiND DF BUSINESS OR BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
Various West Virginia USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Jo Wi Warnick ura Virginia Willes 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYND. | 17. neon Address 
(Yes, no, or unkown) | (If yes give war or dates of service) A. 


i 220-10-2126 


18. CAUSE OF DEATH [Enter only ay cause per line for (a), (0), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED B’ ONSET AND DEATH 
IMMEDIATE taUSE ‘o 
DUE TO 
Conditions, If eny, whlch 0). 
gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause lest, (c) 
PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(e) | {19. aale st 


ves [] ND 


cessary, 
e wre 


ges 1, 2, and 3 


Office along with form PM3. Page 5 may bi 


and in any event within 72 hours after 


in Item 18. Give Paj 


” in pen 


cremation, or removal, 


20a. EXTERNAL CAUSE WAS 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nuturo of Injury In Part | or Part Il of Item 18.) 
PRIMARY [) or CONTRIBUTING [) 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY(Home, farm,| 20f. (City or town) (County) (State) 
Hour e.m. while Not While factory, street, office bidg., etc.) 
19 at_work at work L] 


21.1 certify that | took charge pf the remains described above, held an Autopsy [_], Inspection {3d, Inquiry fc], and in my ppinion 
death resulted from: Natural causes [xX], Accident Suicide [], Homlcide [_], Undetermined manner (_] 
= , CHIEF MEDICAL EXAMINER [_]} 

Mp, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 

- il 8, 1967 

f DEPUTY MEDICAL EXAMINER April 8, 19 

fame tyne) Benedict Skitarelic Address (Street, clty, town, or county Cumberland, Md. 

23a. BURIAL Fn | 23. DATE THEREOF 3c. NAME OF CEMETERY DR CREMATORY 23d. LOCATION (City, town or county) (State) — 


REMOVAL (Specify) q Maryland 
Al jibure ened REC’D BY REGISTRAR re ft Ss SERRE 
Baltp Ave. Cumberland fahPR 1 9 e700 fe 


Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Department, = 
MEDICAL CERTIFICATION 


certificate, writing the word “pending” 
should be forwarded to the Chief Medical Examine: 
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Page 4 
retained for your files. 
TO FUNERAL DIRECTOR: 


of Health or its designated agent, prior to burial 


TO DEPUTY ME! 
please exec 
director. 


Page 4 may be retained by the haspital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attendi 
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ta 


soe ne 
‘ages 


ban papers. 


and completely filled in b 
afffth any event, within 72 hours after 


ease remave carl 


ing physi 
Then 


crematian, of removal 


e 3 shauld be detached far use as the burial-transit permit. 


i 


should be fi 


beg! 
aD 


director, pa 


i 


led with the State Dept. af Health priar ta burial, 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04514 


CERTIFICATE OF DEATH 


04515 


}. PLACE OF DEATH 


a COUNTY ALLEGANY AeeaNo 


2. USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admission) 
|. STATE b. COUNTY 
: MARYLAND ALLEGANY 


b. CITY OR TOWN (If autside carparate limits, c. LENGTH OF STAY IN 1b 


write RURAL fo iB PRE AND 30 YRS, 


¢. CITY OR TOWN (If autside carparate limits, write RURAL and give nearest tawn) 


POTOMAC PARK, CUMB., MD, 


d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) 


SACRED HEART HOSP, 


ESIDENCE 
ON A FARM? 


vis [] so K] 


4. STREET ADDRESS 
Y AVENUE 


Middle 


TAYLOR 


3. NAME OF 
CEASED _ 
Type ar print) 


First 


NELSON 


4. DATE Manth 
Sam = APRIL 


Year 


9 67 


Last 


WARREN MR, 


Day 


29 


5, SEX 
MALE 


6. COLOR OR RACE 
WHITE 


7 MARRIED [AJ NEVER MARRIED [7] 
widowed [} DIVORCED [] 


FUNDER f YEAR 
Manths | Days 


IF UNDER 24 HRS. 


9, AGE (i years 
Hours | Min. 


8. DATE OF BIRTH nd 
8-20-90 ome 


0b. KIND OF BUSINESS OR 


RAYEROAD 


10a. USUAL OCCUPATION ee kind of work dane 


RETTRED RAT CROAU WORKER 


1). BIRTHPLACE (County & State, ar fareign country) 12. CITIZEN OF WHAT 
BaeTIMORE, MARYLAND ugk" 


13. FATHER'S NAME i 


NELSON T.WARREN, SR. 
TS. WAS DECEASED EVERINUS. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
Hye” unknawn) f yes give war ar dates af service] 70510-7996 


1B. CAUSE OF DEATH (Enter anly ane cause per 


PART 1. DEATH WAS CAUSED BY: 
" __ IMMEDIATE CAUSE (a) 


ie INFORMANT] 1 4, 


14. MOTHER'S MAIDEN NAME 


ELIZABETH BURMAN 


Warr Address 
trthe RECO Y Ave, Poe Banh 


Sin ADM! 


DACUPEMYOOARDIAL DILITATION 


[ ies WEEN 
DEATH 


Fax DUE TO 


ARTERIOSCLEROTIC HEART DISEASE 


tise ta immediate cause (a), 
stating the underlying cause 


Canditians, if any, which gave 
bit, 


LOBAR PNEUMONIA 


20a. ACCIDENT WAS UNDERLYING C) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 
Hour a.m. While Qo Nat While 


19 at wark at wark 
+ ! aay that (1) (this hogpi i ged the I from-aiee” So T 
the deceased olive on. 
ie aaa =a 
Gort 4: 


Me HASAN JAMES P. HALLINAN, M.D. 


20d. INJURY OCCURRED 


MEDICAL CERTIFICATION 


Geemee pA 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a) 
CHRONIG ASTHMATIC BRONCHITIS WITH EMPHYSEMA 


‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part II of item 1B.) 


20e. PLACE OF INJURY ene in, 
foctory, street, affice bl 


19___, and that death occurred [85 in causes Pads 


19. WAS AUTOPSY 
PERFORMED? 


yes [_} NO 


(Gity ar town) (County) (State) 


F519_~7 that (I) (we) last 
on the dote stated above. 
ATTENDING MED. 


age 7b DAS 
PHYS. pirector C) pays. OC) 30-67 


fio BEbFoad ST,, CUMBERLAND, MD. 


23a. bea hg 23b. DATE THEREOF 
py) 


5/2/67 
7A, FUNERAL DIRECTOR ADDRESS 


H, Wayne George Cumbertand, Md, 


. NAME OF CEMETERY OR CREMATORY 


23¢. 
Loudon Park Cemetery 


(County) (State) 


Md. 


23d. LOCATION (City or Tawn) 
Baltonone, Ck 


25a. REC'D BY REGISTRAR ‘25b. REGISTRAR'S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 30) W. PRESTON STREET, BALTIMORE, MARYLAND 21201- 


O451% MEDICAL EXAMINER’S CERTIFICATE OF DEATH 04516. 


sa So 
HEALTH DEPT. — [i piace oF veata . 2. USUAL RESIDENCE (Where deceosed lived, if institution’ Residence before odmission)” 


0. COUNTY Allegany iin 9. STATE Maryland COUNTY. 4 legany 


b. CITY OR TOWN (if autside carparate limits, ¢. LENGTH OF STAY IN ib «. CITY OR TOWN (if outside corparate limits, write RURAL and give neorest town) 


wie OR Umber Tend” 5 days Lonaconing, Md. 21539 a, 


hy Sir OR INSTITUTION (i nat in-Hspitl, give siroet oddress) d STREET ADDRESS. «RESIDENCE 
acred Heart Hospital Rt. #1 ves (J NOL 


3. NAME OF First Middle Lost 1 ep, a, Yeor 
i 


DECEASED i i j 
(Type or print} William Je Weir 


5 SEX 6. COLOR OR RACE | 7.MARRIED [>] NEVER MARRIED [J] & DATE OF BIRTH AGE (yes [FUNDER TPE ROE RHR 
Male White wiooweo [] pivorced [7] 8/13/03 “oa ay Pons Days] HSU; [a 


100. USUAL OCCUPATION (Gis kind of work dane ¥Ob. KIND OF BUSINESS OR 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT 
a: most ely fe, ie if retired) as INDUSTRY All egany Co. s Md. COUNTRY ? USA 
13. FATHER'S NAME i 14. MOTHER'S MAIDEN NAME 

Hugh Weir Hanson 


15. WAS DECEASED "| IN U.S. ARMED FORCES? i 16. SOCIAL SECURITY NO. 17. INFORMANT * 


iN 


i=) 
bo] 
wn 


- y delay is 


‘tem 18. Give Pages 1, 2, and 3 ta 
urd after déath. 


te Department of 


e 
72 


Wes, paegrunknown) [ll yosgivewarardotes of service 5.5.1 Q_ 1 Olly patient's chart 


18, ate OF DEATH (Enter only one cause per line far (a), (b), and (c).) IVA Be eee 
PART I. DEATH WAS CAUSED BY: . - EATH 
Los AMER CAE) Acute Cardiac Failure sudden 


DUE TO 


Conditions, if any, which gave (b) Cardiac Hypertrophy; Coronary Insuffi 


tise to immediate couse (a}, 
stating the underlying couse Oreo 


ie Se ce a Rheumatic Valvulitis 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o} 19. WAS AUTOPSY 
After Suprapubic Prostatectomy for Benign Prostatic Hypertraph ves KX No ) 
200. EXTERNAL CAUSE WAS 2b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port ¥ or Part If df item 18.) 
PRIMARY Cl or CONTRIBUTING CJ 
CAUSE OF DEATH 
20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 2e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (Stote) 
Haur a.m. While Not While factary, street, office bldg,, etc.) 
pm. 9 atwork CL) “otwork CJ 
21. 1 certify thot 1 took charge of the remoins described obove, held on Autopsy KX, Inspection KX, Inquiry [KK ond in my opinion 


deoth resulted from: —Noturol couses XX}, Accident [J], Suicide [[], Homicide [_], Undetermined monner [_] 


warded ta the Chief Medical Examiner's Office along with farm. PM3. Page 


MEDICAL CERTIFICATION 


~ CHIEF MEDICAL EXAMINER [CJ 
ACTUAL 
SIGNATURE .p, ASSISTANT MEDICAL EXAMINER [_] 
EXAMINER'S é : E DEPUTY MEDICAL EXAMINER KXApril 7, 1967 
NAME (Type) Ore Benedict Skitarelic Address (Street, city, town, ar coun 


230, BURIAL, CREMATION, 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City or Town} (County) (State) 
cREMOVAI (Specify) ‘ 
DS OS MO 


oa el : s OW 
ig 24. FUNERAL DIRECTOR r 250. RECD BY REGISTRAR 2S. REGISTRARS SIGNATURE 
VR AISME (5) g a , 
es B PF j G {967 rH 04 “¢ 


22. DATE SIGNED 


necessary, please execute the certificate, writing the ward “pending” in pe 
Health ar its designated agent, priar to burial, crematian, ar remaval, and in any event withi 


the funeral directar. Page 4 shauld be fai 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages land2 with 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1 cgay 


1 


ag 04516 CERTIFICATE OF DEATH 
237 ae Meer ay DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. STAFF, b, connie 
‘Alleg faryland liegan: 
b. CITY OR TOWN (if outside cor, ae 2; gery. 


= 
gs pate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
ee write RURAL and give nearest town. 1 
5 # 

8 40 yrse Cumberland ek 
ay d. NAME DF HDSPITAL OR INSTITUTION (If not In hospital, give Pr Soeraaay d. STREET ADDRESS e fa ee 
SK ) 
Se '| Memorial Hospital Ds OQ, As 24 Washington St. ves] noid) 
55 3. NAME OF First Middle Lest 4. DATE Month Day —Yeer 
of cope or bint) _ lacques E. Re Wetzel DEATH April 9 19 67 
oS 5. SEX &.COLDR OR'RACE |7, MARRIED [X] NEVER MARRIED[] | & DATE OF BIRTH 3. AGE (In years [TFUNDER 1 YEAR[IF UNDER 24 HRS. 
o> OF rs day) Months | Days | Hours | Min. 
= Male White wipoweD [7] pivorceD[]| Febe 1, 1900 


Seah 


10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign nie 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY UNTRY? 


n-J 

7 Owner Liquor ‘Store Liquor Seles Baltimpee Maryland 0 De A. 
= 13. FATHER’S NAl 14, MOTHER'S MAIDEN NAME 
§ 
e John E, Wetzel Buelah Busey 

: 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
= (Yes, mo, or unkown) | (If yes give war or dates of service) 
5 No Berothea E. Wetzel 24 Washington St. 
= 18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 
= 
£3, 


DNSET AND DEATH 
PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (a). VF iowa 
VAOr DUE TO 
Conditions, If any, which 0). 
gave rise to Immediate 


cause (a), stating the DUE TD 
underlying cause last. (c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves} No] 


The law requires that the death certificate be executed within i hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending Bye and completely filled in by the funeral 


director, page 3 should be detached for use as the burial 


20a. ACCIDENT WAS UNDERLYING 
OR CDNTRIBUTING [) CAUSE OF DI 
(IF EITHER, NOTI EDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 


MEDICAL CERTIFICATION 


21. | certify that (I) (this hospital) attended the deceased from—_.t...._, 19__, to._______,, 19___, that (1) (we) last 


saw the deceased alive o 19_____, and that death occurred at_____M, from the causes and on the date stated above, 
22a, SIGNATURE . i DATE SIGNED 
wie wnunas (LP heer un HEC Sire OREO 


filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


= 22c. PHYSICIAN’S 22d. ADDRESS 

any NAME (Type) 

sient 1 

3 23a, piri ro) 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
e, % April 11, 67| Hillerest Cem. Cumberland 


24 FONERAL DIRECTOR ADDRESS 
WR AIS (4) S geiyes ae C4 17 2. 
15M 4-64 


Ae Y" ye So/ | forores ye 


TO HOSPITAL OR ATTENDING PHYSICIAN 


= 
S 
8 
3 
s 
S 
5 
°o 
= 
= 
& 
s 
2 
= 
3 
= 
= 
Fe 
bod 
3 
® 
a 
3 
S 
= 
& 
B 
S 
8 
3 
5 
= 
3 
2 
2 
= 
FS 
= 
= 
= 
= 
@ 
= 
= 


Poge 4 may be retoined by the hospitol or attending physician. 


TO FUNERAL DIRECTOR: 


a 
qi 
th: 


lease reriove carbon papers. Pages 


P 


After this certificote hos been signed by the attending physicion ond completely filled in by the fur 
uriol-transit permit. Then 


director, page 3 should be detoched for use os the b 


should be fied with the State Dept. of Heolth prior to buriol, cremotion, or removo 


ond in ony,event, within 72 hours aftended 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04517 CERTIFICATE OF DEATH 04518 


1. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceosed lived, if institution: Residence before odmission} 
. COUNT 0, STAT! b. COUNTY 
ACtEGany waetuvo_|| MARVLAND ALLEGANY 
b. CITY OR TOWN (if autside corporote limits, . LENGTH OF STAY IN 1b « CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town} 


cUMBERLANB” """" 'w") 17 DAYS CUMBERLAND , / 


d. NAME OF HOSPIFAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS et oie ne 


SACRED HEART HOSPITAL 217 FREDRICK ST. ves (J no CW 
3. NAME OF First Middle Last ai DATE Month Doy Year 


een WALTER Fe WILSON beara APRIL 28 on 6 


S. SEX is COLOR OR RACE ny, MARRIED (—] NEVER MARRIED [XJ] 8 MATE OF BIRTH 9. AGE @ yeors SF UNDER | YEAR 


MALE WHITE wioowe EF] pvorceo F] 3/2/04 fost ee Months 


100. USUAL OCCUPATION Gre lind kind of work done 10b. KIND OF BUSINESS OR 1), BIRTHPLACE (County & Stote, or foreign country} 12. CITIZEN OF WHAT 
HORBANTOWN’GENSS GIL | GLASS GiLp CUMBERLAND, MD,, ALLEGAN 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


FREDERICK WILSON CATHERINE (WAGNER) 


1S, WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
Merge: or unknown) {If yes give wor or dotes of service] 
217-10-6867 |RECORD SACRED HEART HOSPITAL 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), io Pah) INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
eer IMMEDIATE CAUSE (0) f 
ace | DUE TO 
Conditions, if ony, which gove (0) 
tise to immediote couse {o}, 
stoting the underlying couse esa 
lost, ip iw * 


PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT hey RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) 19. ear, 


yay fs Ae, 4 — ves [J 


200. ACCIDENT WAS UNDERLYING#] 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port ! or Port Il of item 18.) 
OR CONTRIBUTING C) CAUSE Q&OEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


‘20c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED ‘We. PLACE OF INJURY (Home, form, 20f. (City or town) (County) (Stote} 
Hour o.m. roe a] Not etal foctory, street, office bldg,, etc.) 
ot work CJ ot work 


at ditty that (I) on am attended the a from__$fZ//__ eZ, to a, 19 / that (I) (we) lost 
saw the deceased alive & 194.2, ond thot To occurred at 3. PM, from codses ond on the date stated above. 


i ee Tb, DATE SIGNED 
Tia. SIGNATURE IZZZ2 oe ATTENDING STAFF , 
Ms MD. PHYS, BA Diktcroe PHYS. 


"OA iD. WAZ 


MEDICAL CERTIFICATION 


Bo. BURL, CREMATION, i, Dat T * ." 73. NAME OF CEMETERY OR CREMATORY Ba. TPCATION {C a or Town) (County) (Stote) 
ec) 
P Buriat” Greenmount Cemetery berland Allegany Maryland 


24. FUNERAL DIRECTOR ADDRESS MWY’9 Y REGISTRAR ‘2Sb. REGISTRAR'S SIGNATURE 
DAT! 


1964 _fChorLag Yooes 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


04518 CERTIFICATE OF DEATH 04519 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) 
. COUNTY, . STATE b. COUNTY 
o OMVALLEGANY wae || "MARYLAND oUNY ALLEGANY 
b. any ee TOWN (if autside carporate pets c. LENGTH OF STAY IN Ib «CITY OR TOWN (If autside carparote limits, write RURAL and give nearest tawn} 
write or} 
EU MBE RIAN 7 DAYS CUMBERLAND Od. 
. NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) &, STREET ADDRESS ® B RESIDENCE 
MEMORIAL HOSPITAL 713 GLENMORE STREET ves C} No KJ 
3, WANE OF First Middle Tost 4. DATE Manth Day ‘Yeor 
A OF 
Eiypeo prin) VERNER JOSEPH WINNER Dear APRIL 26 967 
@-COLOR OR RACE] 7. MARRIED [A] NEVER MARRIED []] 8. DATE OF GIRTH 9 GET id TONER TR TRDER HRS 
los! Dighday] lonth 
WHITE winowen [} pivorceo []] 2-4-1912 Ys. sl bse a 
Too, USUAL OCCUPATION {Give kindof wrk dane Ob. KIND OF BUSINESS OR 1). BIRTHPLACE (Caunty & State, ar fareign cauntry) 12. CITIZEN OF WHAT 


sina Cxender | Steer Co, FROSTBURG, MD “U.S 


73. FATHER'S NAME Ta. MOTHER'S MAIDEN NAME 
CLIFTON WINNER RaPHAEL PARKER 


IS. WAS DECEASED ili IN U.S, ARMED FORCES? ¥6. SOCIAL SECURITY NO. | 17, INFORMANT Address 


(Yes, np, ar unknawn) |(If yes give war ar dajes af service] 
Yes te 2" 21710-4913 | MEMORIAL HOSPITAL, CUMBERLAND, MD, 
18. ag oF BeATH ene atone cause per line far (a), fh), and (c}.) ae ay 
“— “fi IMMEDIATE CAUSE (0) pe peeLe. _ Lanier Coe 


LI. 


Pa DUE TO _ < 
aes wy) Daf thir Te o ELE ID Ir LC So 


ts. Pages{I 
2 hours aft 


7 


ban pa: 
, within 


pletely filled in by the f 


e/femove car! 
, andiin gpylevent, 


hen pleas: 


permit. 
, crematicn, ar remaval 


W 


physician ani 


at 


tise to immediate cause (0), 


stating the underlying cause DUE TO = 
ily ar ) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASH CONDITION GIVEN IN PART I(a) E WAS AUTOPSY 


et PERFORMED? 


vess[} xo (J 
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200. ACCIDENT WAS UNDERLYING 2) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Part I! of item 18.) 
OR CONTRIBUTING C1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, 20f. (City or town) (County} (Stote) 
Hour "a.m. While Nat While factary, street, office bldg., etc.) 
m, 19 atwork 1} otwark C1 


21. | certify that (I) (this haspital) attended the deceased from WES to 19 of, that (I) (we) lost 
saw the deceased alive an <4 f14. Z SUEZ, and thf death occurred at3. 2 5 SAlMiram causes ond on the date stated above. 


Tia. SIGNATURE aki e ick 2b, DATE SIGNED 
- MD. _ PHYS. A sitcton Ooms. 0 Lb, FCT 


2c. PHYSICIAN'S 22d, ADDRESS 


NAME(TPECLAY E. DURRETT, M.D. 236 VIRGINIA AVE,,CUMBERLAND, MD. 
%o. BURIAL CREMATION, | 73. DATE THEREOF | ik. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (City or Town) {County (State) 


ell 4/29/67 Sunset Memonie. Qunbertand, Alkegany, Md. 
4. FUNERAL DIRECTOR ADDRESS 2Sa. RECD BY REGISTRAR 28b. .AR'S SIGNATU! 
mH, Wayne George Cumbertand, Nd. MAY ¥ ‘ser accept 


DATE 


After this certificate has been signed by the attendin 
MEDICAL CERTIFICATION 


je 3 should be detached far.-use as the burial-transit 


should be filed with the State Dept. af Health priar ta burial 


Page 4 may be retained by the hospital ar attending ph 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR 


director, pa 


= 
bo 
7 


TO DEPUTY 2. EXAMINER: This certificate shauld be executed within 24 hours after death. @ delay is 


2 ae 
= 
en = 
c= = 
on. 
a= 8 
tier 
“Ea yy 
ts ee) oi 
at es 
aes 
5S 
Be 8 
2 


* in pencil in Item 
| Examiner's Offi¢ 


Ly 


Health priar to burial, crematian, ar removal, and in any event within 72 haurs after death. 


the funeral directar. Page 4 shauld be farwarded to the Chief Medi 


5 may be retained far yaur files. 
TO FUNERAL DIRECTOR: Page 3 shauld be used os a burial-transit permit. File pages land? 


necessary, please execute the certificate, writing the ward “pendin' 


VR AIS5ME (5) 
6M 1/67 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF VITAL RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


94519 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 04520 
1. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceased lived, if institution: Residence befare admission) 
a. COUNTY a. STATE b. COUNTY = 
ALLEGANY MARYLAND MARYLAND ALLEGANY 
b. CITY OR TOWN (If autside carparote limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote fimits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
CUMBERLAND 60 YEARS CUMBERLAND ZL 
d, NAME OF HOSPITAL OR INSTITUTION (If nat in haspital, give street address) d. STREET ADDRESS e. i REIDENCE 
1801_BEDFORD STREET 180 ves EJ no KX 
3. NAME OF First Middle Last 4. DATE Month Day Year 
ECEASED | OF 
Type ar print) WILLIA iPS ZEMBOWER DEATH 19 
5. SEX 6 COLOR OR RACE | 7. MARRIED [KX] NEVER MARRIED [_]| 8. DATE OF BIRTH SBReedn sors 
last birthday) 
ALE WHITE wioowed [] pivoreD (}} 6 881 85 ys. 
10a. USUAL OCCUPATION (Give kind of work dane 10b. KIND OF BUSINESS OR : 11. BIRTHPLACE (Stote or foreign cauntry) 12. CITIZEN OF WHAT 
during most of working fife, even if retired) INDUSTRY COUNTRY ? 
HIPPING CLERK TIRE FACTOR PEMA USA 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ADDISON 1% JENNIE ROSE a Sa ee 
te aS) rN us ARMED. ore rack 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
‘es, NG, OF UNKNOWN, s give war ar dates af service) 
ay 217 10 6835 


INTERVAL BETWEEN 
ONSET AND_DEATH 


18. CAUSE OF DEATH (Enter anly one cause per line for (a}, {b), ond (c).) 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {a) COR 


4 DUE TO 

Canditions, if any, which gave rb) CORON, SCLEROSIS 

tise ta immediate cause (0), DUE id ORO ARY : 

stating the underlying couse 

lost. tg] 
s PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(a) 19. Pe a TOESY 
= 
= yes[} No [XJ 
S ] 200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port |I af item 18.) 
= | PRIMARY Dor CONTRIBUTING C) 
# CAUSE OF DEATH. 
S [ 0c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Hame, farm, ] 20f. (city ar town) (County) (rate) 
m= Hour a.m. While Not While factary, street, affice bldg., etc.) 
= pam. 19 atwork LI otwork_C) 


21. | certify that | taak charge af the remains described abave, held an Autopsy [_], Inspection [X], Inquiry [3 and in my opinian 


death resulted fram: Natural couses [Accident [_], Suicide [1], Homicide [1], Undetermined manner [} 
CHIEF MEDICAL EXAMINER oO 


SIGNATUR d, sp, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIGNED 
EXAMINER'S ; DEPUTY MEDICAL EXAMINER CX 
NAME (Type) B ta Stop ytownRpF county) Af uf. 1967 


LTO. 
3c NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City ar Tawn) (County) {State) 


280. BURIAL CREMATION, oo 
REMOVAL (Specify) 
BURTA A HILLCRES' 


REST BURTAL PARK 
RI Sa. B BYAREGISTR, 
*SGY irom cmmeninp, xo. |wPR 86 


— 


24 hours after 


k= 


in by the funeral 


‘bon papers. Paces 1 and 2 should 


ithin 72 hours after death. 


é 
— 


Send 


10 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any‘event, wi 
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retained by the hospital or attending physician. 
‘CTOR: After this certificate has been signed by the attending physician and completely 


TITENDING PHYSICIAN: 


é: 


TO FUNERAL 


director, page 3 should be detached for use as the burial-transit permit. Then please ri 


death. Page 


TO HOSPITAL, 


VR AIS (4) 
1SM 7:62) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE pegane 
9452 0 CERTIFICATE OF DEATH 


a pire Se DEATH y “)| 2. USUAL RESIDENCE (Whare dacaased lived, i! institution: Residence before edmission) 
a 


ALLEGANY mavens ||| MARY GAND bCOUNTY AT. LEG ANY 


b. CITY OR TOWN (if outside corporate limits, ~~) €. LENGTH OF STAYIN Ib || c. CITY OR TOWN (lf outside corporele limits, write RURAL and give neerest town) 


we Aa ad ae pened on 4. WEEKS R.F.D. 1, BOX 265 (NATIONAL) 


d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give sireel address) a. STREET ADDRESS | @. IS RESIDENCE 
| ON A FAR, 
, MINERS HOSPITAL FROSTBURG ves TL NO 
3. NAME OF First Middle Lest “4. DATE Month Dy Sr os 
DECEASED 


Di 
(yee or erin IDA BELLE ZILER tears APRIL 30, 1967 


By Year 


5. SEX "| 6. COLOR OR RACE|7. married [CJNever MARRIED [-] | 8» DATE OF BIRTH rT, "]9. AGE {In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


FEMALE | WHITE | wow ovorco(]|MAY 30, 1882 | 85°" |" Om] er | Be 


Wa, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | Wi. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


WIFE “|_ OWN HOME CORRIGANVILLE, MD. (U.S.A. 


43. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


VALENTINE FLEEGLE | MARY KATHERINE BURKETT 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 17. INFORMANT Addreaf’R i 
(Yes, 20, or unkown) | (If yesgivawarordatesof service) | OSTBURG, MD. 


NO. NONE MR, JAMES T. ZILER,R.F.D.2,BOX xX 265 


18. CAUSE OF DEATH [Enter only one cause per line for fa), (b), and ( ~~ | INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY, — 
IMMEDIATE CAUSE (e)_ Fete . Che Vote | Dae fre 


DUETO 


Conditions, if eny, which (b) Chad 22a [esierRtr 
gave rise to immediate cause } 


(o), steting the underlying DUE TO 
causa last. ee {e) 


PART Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TC TO DEATH BUT NOT RELATED TO THE TERMINAL ‘DISEASE CONDITION GIVEN IN PART 1(a}) 19. WAS. ae 
PERF! E! 


_ Aewe sO 


20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Pert | or Part Il of item 18.) 

OR CONTRIBUTING [] CAUSE Of DEATH 

(IF EITHER, NOTIFY MEDICAL 2KAMINER} ize 

0c. TIME OF INJURY Month, Day, Year| 20d. INJURY OCCURRED ) 20. PLACE OF INJURY (Home, ferm, | 20%. (City ortown) —=—«({County) 


4 
Hour a.m, While ___Not Why | fectory, street, ogee: » ele.) 
p.m. jat work [_] et pork [| 


MEDICAL CERTIFICATION 


21. | certify that (i) (this hospital) atteyfded the deceased from.. 


hd. FH to... HABO....., hd, 
saw the deceased alive on.........0.0..4. [2.9...19.8. 4 
Gamal = TL ’ <i ATTENDING, MED STAFF es 
; BR opector (1) pxys. (] 


Ze. PHYSICIAN'S, 4 | 22d. ADDRESS 
arpa MARTIN } M. ROTHSTEIN, M. D.|48 BR TBURG, cues 


230. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY “OR CREMATORY Perstteitgs {City, town or =] (Stele) 


Bey ion MAY 3,1 967 ‘AGE _METHO ME. SAVAGE,MD. 


"S SIGNA’ WER Ee HAFER. bids cs FUNERAL 250. REC'D BY oH, 25b. RAR'S RI 
AULA YE Sing, YER S HOME ,60_W.MAIN,FROSTBURG*MA) 8 Vee er wa 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE, MARYLAND 21201 


. CERTIFICATE OF DEATH 04522 


|. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, if institutian: Residence befare admissian) 


a. COUNTY ALLEGANY ere 0. STATE MARYLAND 6. COUNT ALLEGANY 
b ah ore (if outside yay ne ¢ LENGTH OF STAY IN Ib c CITY OR TOWN (If autside carparate limits, write RURAL ond give nearest town) 
write ni ive near lawn 
CUMBERLAND 2 DAYS CUMBERLAND, 


d. NAME OF HOSPITAL OR INSTITUTION {If nat in haspital, give street address) d. a ay L E N H | GHWA : @. IE RESIDENCE 
: Mi 5 
MEMORIAL HOSPITAL C MUL Y es (] NOSE 
. Nees First Middle Lost 4, DATE Month ai Year 
DECEASED JAMES Ge ZINK oy = APRIL (1 ee 
6. COLOR OR RACE 7, MARRIED [eh NEVER MARRIED 8. DATE OF BIRTH 9. ingrn years TFUNDER 1 YEAR [IF UNDER 24 HRS. 


last, id Manth: in. 
WHITE wiaweo [] owvorced FE] ]- ye l 91 | ast oy) anths } Days | Hours | Min. 


10a. USUAL OCCUPATION Che kind af work dane | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, ar fareign a | 12. CITIZEN OF WHAT 


during mast af warking lite, even if retired) INDUSTRY CUMBERLAND , MD * COWVTRIS, a 


WH rn 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


GROVER ZINK MARRY MC KENZIE 


Hy Maeda BY hy U.S. ARMED oe _ | 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
'@s, NO, ar uNnKnNawn, yes give ‘oy or dates af service, 
ye . —_ MEMORIAL HOSPITAL- CUMBERLAND, MD. 


18. CAUSE OF DEATH (Enter 7 ane cause per line for (a), (8), and (¢) TNTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: = ONSET AND DEATH 
IMMEDIATE CAUSE (a) : 


/ DUE 10 
Conditions, if any, which gave (b) 


transit permit. Then please remo 
, cremation, ar remaval, and in any eve 


igned by the attending physician and « 


je 3 shauld be detached for use as the burial- 


rise ta immediate cause (a}, 

stating the underlying cause DUE TO 
Sb agg sa Te @ 

PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. eae 


yes [_] NO 


‘200. ACCIDENT WAS UNDERLYING (7 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part II of item 1B.) 
OR CONTRIBUTING CI.CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


0c. ti OF INJURY Manth, Day, Year 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Hame, farm, 20f. {City ar tawn) (County) (State) 
Havr a.m. while Nat While factary, street, affice bldg., etc.) 
9 cot wark OO ctwok O 


. | certify that (1) (this hospital) attended the deceased fram. iS , 19S 7, that (1) (we) last 
saw the deceased alive on. 19@ “7, and that deoth accurred o pot causes and an the date stoted abave. 
2b. DATE SIGN 


: mo. pe N? BSY Dieecror CO tvs ¢/1 [oe 
me ies ~=6DR. THOMAS F, LEWIS ™S OOP GREENE os cea, 
Ba BARE ENE ON) 3c. NAME OF CEMETERY OR CREMATORY mT LOCATION (City or Tawn) (Caunty) (State) 
Bers” 14/13/67 Sunset Memorial Pa Cunber d Allegany Maryland 
29b. REGISTRARS SIGNATURE 


MEDICAL CERTIFICATION 


shauld be fied with the State Dept. af Health priar ta burial 
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directar, pa 


24. FUNERAL DIRECTOR ADDRESS ‘25a, RECD BY REGISTRAR 


H. Lee Silcox 40h Decatur St Cumberland, Ma |oAPR 13 1967 


